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INTRODUCTION 


An Important feature of health policies, Plans and 
Programmes in India is that they originated during the national 
movement against colonial rule. The National Planning Committee 
of the Indian National Congress was set up in 1938 (National 
Planning Committee 1949). The then President of the Congress, 
Subhash Chandra Bose, nominated Jawaharlal Nehru, Chairman of the 
Committee. This Committee set up Sub-Committee on National 
Health (Sokhey Committee) which made a penetrating assessment of 
the then health situation and health services in the country and 
recommended measures for their improvement. 


The Health Survey and Development Committee, generally 
teferred to as the Bhore Committee (Government of India 1946b) 
though it was set up by British colonial authorities (1943), was 
Sreatly influenced by the aspirations of the national movement. 
In fact, several of its influential members had been in the 
forefront of the Struggle for independence. The Committee's 
‘impact is also clearly seen in the shaping of health services in 
independent India. 


In following the policy frame for health services which had 
begun to take shape during the freedom movement, independent 
India embarked step by step on implementation of a comprehensive 
rural health service through Primary Health Centres, health 
Planning as part..of the: national “sdécio-economic plan, mass 
Campaigns against comnunicable diseases, social orientation of 
education and training of health workers of various kinds, 
Population control through a national programme for integrated 
family planning, promotion of indigenous Systems of medicine, 
Provision of adequate protected water supply, environmental 
Sanitation, and nutrition programmes. 


These trends culminated in the launching of the Multipurpose 


Workers Scheme in 1972 (Government of India 19/3); aimed st 
Providing entire packages of health services through male and 
female multipurpose workers. In 1977, the Rurak Health Scheme 


for entrusting 'People's Health in People's Hands' (Government of 


India, 1978), through health workers chosen by the community, was 
launched. India can thus be said to have generally anticipated 
the primary health care approach adopted by the international 
subject organized by the World Health 


Alma Ata in 1978 (World > Health 


conference on this 
Organization and UNICLF at 


Organization, 1978). 


Adoption of such programmes posed a very difficult challenge 


to public health practioners of the country. It was something 
new in public health, with’very little precedence to go by- It 
“called for major innovations in vublic health practice..- A very 


important task was to develop epidemiological competence to come 
to grips with the massive public, health problems of the country. 
The problems had to be understood in its ‘entirety. . Appropriate 
technological packages had to be developed. A suitable delivery 
System had to be worked out to provide coverage the entire 
population. Community participation. had to be promoted by 


bringing about social orientation of technology and of the health 


Care delivery system. On the other side, there was the se@vere 
limitation of resources of all kinds. vastliv. different socio- 
Cultural and ecological conditions 2an4 2 somewhat fragile 


Political and administrative structure. 


One of the most startling anomalies in health service 
development in India is thet, instead of the needed improvement, 
there has beén a steady decline in the quality of public health 
Ptacticesince India gained Independence. What went wrong? Why 
did this happen? What should be done? Answers to such questions 


form the subject matter of this presentation. For this, growth 


and development of health services had been studied both in the 


Colonial and Post-colonial contexts. 
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FORMATION OF THE HEALTH SERVICES 


An historical analysis of health service development in 
India during the colonial and POSt~colonial periods has 


Purposive interventions to improve health Services. These socio- 
Cultural Processes are embeded in the historical and ecological 
Conditions of the country(Banerii, 19864: 148-30). Impact of 
Western medicine on the Pre-existing health culture, ecological 
Consequences'7 of colonial exploitation and Plunder, limiting 
access of Western medicine to Specific classes, using struggle 
for health as a component of the overall anti-colonial struggle 
and the POSt-independence changes in the Dower structure and 
their implications for health service development, are some of 
the issues which fall in this category. 


Some of the important features of the contemporary health 
Services are _ rooted in their origin, growth and development 
during the colonial period: . 

i At the time of the colonial conquest, the colonial army and 
the civilian rulers suffered from exceedingly high rates of 
Morbidity and mortality due to communicable diseases, like 
Peewer®  'dfarchodas' and ‘dysentery and cholera'(Ramasubban, 
1982311); The average annual mortality rate among European 
troops during 1817-1857 was as high as 69 per thousand with 
45 many as 85 per thousand were reportedly to be constantly 
in hospital. 


. The colonial rulers introduced the practice of the Western 
Callopachic) System of medicine with the declared aim of 
reducing the morbidity and mortality rates among the 


European military and civil ersonnel serving the Em ire. 
2 


<7 Until the second decade of the twentieth century, the native 
POpulation had - virtually no access to the government 
Sponsored health Services, while the acute conditions of 
hunger’ and poverty and the very degrading living ‘conditions 
made them much more vulnerable to different diseases. They 
were also victims of waves massive epidemics (e.g. cholera, 
Plague, smallpox and malaria) and periodic famines, which 
Caused deaths in tens of millions. 

4. The last hundred years of the colonial rule also saw 
fundamental breakthroughs in the fields of medicine and 


health in the :-West-Tantisepsis, the sanitary 


ublic 
: and viruses, vaccines, 


movement, discovery of bacteria ' 
chemotherapeutics, antibiotics and potent insecticides. 


The anti-colonial movement had become strong enough to force 
the colonial rulers, to nake available some health services 
to the native gentry, which formed a thin upper crust of the 


population. 


Even this ‘manifestly limited increase in the access of the 
government health services to the segment of the native 
population brought into sharp focus the important 
anthropological issue of interraction between thes. pre- 
existing, culturally determined perceptions and meanings of 
health problems, health institutions, health practices and 
health behaviour, on the one hand and those which were 
sought. to be introduced by the exponents of - Western 
medinecine,on the other, 


The major landmarks in the growth and development of the 


health services in India ought to be seen against the background 


of 


interaction of two or more of the above considerations over a 


time dimension. These landmarks are: 


I. 


2% 


Setting up of medicai colleges along with the teaching 
hospitals in the presidency cities around 1835. ~ 


Appointment of a Royal Commission to enquire into the health 
of 6thesSaemy in India. in 1953 (Ramasubban, 1982:13-15). 
Inspired by the sanitary movement in Europe, initiated about 
that time by pioneers like Edwin Chadwick, John Simon, 
Rudolf ‘Yirchow and John Snow, the Royal Commission worked 
Cut ‘in details the norms to be followed for the creation and 
development of exclusive areas of residence for Europeans. 
wot  thita purpose, regulations were enacted to regulate 
sesidends im speciabiy demarcated areas likes ‘cantonments', 
civil times", ‘civil stations! and 'hill stations’. rnis, 
in effect, amounted to both social and Physical Segregation 
of the Europeans from the native population and this also 
*ncluded Segregation of other British soldiers from the 
mative sepoys dy -having separate "native lines' in 
Cantonments. fiospitals or wards were Set aside exclusively 


For the benefit OF: the Zuropeans, cuch bBbletaunte 
discrimination on Faclel lines econtirvec to be a component 
of public health practice right upto the end of the british 
rule in India. 


The Royal Commission also made recommendations concerning 
the civilian (exclusively or mostly Furopean) populations 
and Commissioners of Public Health wera Appointed in the 
Provinces of Madras, Bombay and Bengal in 1864, 


Iu 1888. .the Government of India (199464:23) “st egouos 
resolution for the municipalities in cities ang local bodies 
in orural areas, drawing their attention to their duties in 
the matter of Sanitation, However, the impact was 
negligible, because medical administrators did not attach 
importance to preventive medicine(Government of India 
1946a:23). 


Another effort was made to further strengthen the public 
health services Eqltowitts” the report 262° te plague 
Commission of 1904 (Government of india 1946a:23). This led 
Co establishment of laboratories for research and for prepa- 
ratrion of vaccines and sera, establishment of the Medical 
Research Department and the Indian Research Fund Association 
and addition of a post of Deputy Sanitary Commissioner under 
Provincial governments and health offivers ta Lanes 
governments, However, the impact of these changes was 
Festricted to limited populations in urban areas(Government 
of India 1946a:23). 


Responding to the increasing tempo of political agitation, 
the Govoernnment of India(19946a::21-25) promulgated the Acts 
of 1919 and 1935 to concede some degree of invoivement of 
people in government. This was associated with the transfer 
of most of the responsibilities in the field? of “medical 
relief and public health” to popular provincial health 
Ministries. Even this manifestly limited popular 
participation in the government led: to remarkable 
developments in the health services, both quantitatively as 
well as qualitatively. It was possibls to amplement the 
recommendations of the various commissions of the nineteenth 
century, resulting in the placement of trained public health 
staff in some urban and even in a few rural areas. Even 
though very much more necded to be done in meeting the most 


of the people of the country, the real 
following the Acts of 1919 and 
evidence of the linkage 
aoc. O~ 


elementary needs 
significance of the changes 
1935 was that it provided a decisive 
between health, health service development @m@ | 
economic and political changes. Increasing intensification 
of the anti-colonial struggle and outbreak of the World War 
Il gave a major boost to socio-economic and political 
changes. One outcome of these changes was the formation of 
an ambitious blue-print for health service development in 
India on the basis of the reports of the National Health 
Subcommittee of othe ational Planning Committees(1948) of 
the Indian National Congress(Sokhey Committee) and the 
Health Survey and Development (Bhore) Committee of the 


Government of India (1946b). 


By the time India attained Independence, the interplay of 
political, economic and social forces had created an ecological 
setting conducive to very widespread prevalence a high incidence 
of a variety of diseases. In the course of the two hundred years 
e- colonial:srule, almost every Gacet of Date in Tae was 
subordinated to the commercial, political and administrative 
interests of the ruling power (Banerji 1985a:9). 


The country was very backward in both agriculture and 
industry. Class, caste and religion had helped divide society 
BeeeO a very tiny minority of highly privileged persons at one 
extreme and a huge mass of underprivileged ane exploited people 
at the other. India was (and unfortunately continues to be) a 
desperately poor country. The poor suffered intense hardships: 
hunger and malnutrition were almost universal; milk for most 
children was an unattainable luxury;” half the children born to a 
woman died before she completed her child bearing period; 
clothing consisted mostly of -rags which barely covered the body; 
dilapidated huts in grossly insanitary Surroundings served for 
dwellings; more than nine-tenths of the population was iliiterate 
ica “ay the few children who were sent to school, 
majority dropped out well before they could complete even four 


e e 
years of schooling (National Planning Committee 1948:19: 
1971a:33). 


the great 


Banerji 


veepite the changes following meuActs @emmmne and 1935, the 


a 


Picture of the health services was still 


very gloomy. %n the eve 
of Independence, medical servicas 


were scattered and highly 
inadequatna, NOt Only in number but-in the kind of medical care 
they delivered. Rural POPulations in Particular were Starved of 
Services, On an average, 45,000 People in rural areas were 
served by one medical] institution. The distribution varied 
Widely in different provinces: the ratios in the United Provinces 
WAS 4S much as 105,026 people inhabiting in 202 villages, while 
it was 23,658 tn Sind. The total number of beds available was 
about 70,000, a ratio of 0.24 bed per 1,000 people; The same 
dismal picture existed with regard to health Personnel: a ratio 
©f one doctor to 6,000 POpulation, one nurse to 43,000, one 
health visitor to 400,000, one midwife to 60,000, one qualified 


Pharmacist to 4,000,000 and one cgentist to 300,000 (Government of 
India 1946b:5). Within each province, again conforming to the 


colonial pattern, both the Personnel as wel? institutions were 
Concentrated around the CLVil- Tines. ana civil stattonss Tt am 
Significant that th- guiding Fores. 37 establishment of civil 


“Ospitals at the Ciste eri head qa eer ees and in other 


1 ‘ 


administrative FOCI in Ene cistrict wes to provide medical care 
Pacilitiés to the personnel of the dietrict administration. 
Thus, while some natives did benefit from the Facilities made 
available at civil haspitals., one of tts; prine Gattes was to 
Provide support -to the beGl.. fare op pee colonial 
administration in the form of offering health services to those 
living in far Blane Giyitl- lings and ei-vi 1 Stations. 


There were cnormous shortfalls in health officers and public 


health units even. 2-£:- .d- Pact Fae t headqauarters ant. “2 


Peenteipalites. At the time of Independencé, as much as half of 


the districts and throae quarters of the munitipalities in 8£itish 
India did not have gGualified health officers (Government of India 
19465:47). Barely 236. qualified hea lech officers were posted in 
rural areas and the number posted in urban areas was 201. It may 
@lso be noted as Many as two-fifths of these were medical 
lincenciates. There. were only 32,976 sanitary inspectors, 


forming a population ratio of one for 100,000. 


be oY 


TEE INDIAN MEDICAL SERVICE 


\ V a Dn V j 1 eee k frame 
i j rj ae j % ided a @ st 
Just as the Indian Sa & pee ser ee - r san) 


of the civil administration in British India, the anes 23 pi eps 
Service (IMS) provided the “steel frame” for fue HeR ears : 
Pie blic health: and medical aducation,, Cra2n272 oe 

>ring both the, civil ane gees 


of medical, pub 
rescareins sorvices, cov.¢ 


populations. There was a separate cadre — the Brities ce 
Medical Department, which was later redesignated as the Roya 
Army Medical Corps - for the British Army stationed in India 


(Ramasubban 1982:31). However, it was the IMS which dominated the 
seene. If the military and civil organizations wate means 2o 
perform “line” functions for colonisation and colonial 
administration of the country, then the organizations run by the 
Indian Medical Services can be considered as performing “staff~ 
functions to support the “line” activities. As would be pointed 
out later on, assignment of this. role to the IMS has had far 
reaching implications for the growth and development of civil and 
military health services in British India. 


Personnel of the Indian Medical Service (IMS) of the British 
Indian Army played a key roic in fra aming a2 colonial pattern of 
health s‘cvices of India.) The Indian Medical Service embodied 
ali the shortcomings of a colonial medical service {Roy 1982). 
Firstly, its backbone was the Army Medical Corps which, in any 
case, did not attract the cream of the profession. The army 
being a colonial one, it probably inducted even more mediocre 
personnel than were recruited for the home army. Secondly, and 
most imporotant, this set of second-rank protessionals held, in 
ertece, complicate Sway over the Indian medical and health 
Services. And within their ambit of influence also came the 
native professionals, many of whom they patronised and modelled 
to their own prototypes to carry forward the tradition of the 
colonial medical Services (Ranerji LOPS 3. 


The Bengal, Madras and Bombay Medical Services was 
wonstituted in 1764 to cover all the surgeons employed by the 


East India Company (Government of India 194031). Far se short 
period in 1766 and in 1/96, the civil and ene military branche 

were organized into separate services, but on each occasion a 
were speedily reunited. rhe Preside “ney establishments were 
amalgamated as the Indian Mcdiesl Service iy Tame: 


Every member 
of the IMS first joined As a 


1S A commissioned officer in the Army 


The Secretary of State for India in the British Government 
administered this cadre, After serving for periods usually 
varying between ten and fifteoan years, they were Given the option 
to transfer to the Civil wing of thea IMS, For another twenty 
years or so the officers Occupied different POSts which were left 
aS exclusive preserves ef the IMS Actas, of them ended up at the 
very top as the Director-General of the Indian Medical Service, 


Like the ICS,the members of the IMs belonged to an exclusive 
lub, zcCalously guarding their turf. Again, as the Case of the 
Rea. for Considerable time the IMs remeined the exclusive 
Preserve of the British. Later, when as a result of political 
reforms, Indians had also to be Allowed to compete for admission 
to the cadre, IMS lost its exclusive racial character. Indeecd,in 
the year Leta. Bout of the 24 ney entrants to the INSopore 
Indians, Pao 913, the nunber Was 14 out of 35(Roy 1982), 
However, efforts were made to “contain’ this damage to the IMS 
and maintain the Supremacy of the British officers, First, even 
4s late as in 1940, some of the key posts were reserved 
exclusively for the Britiah cof fitcers of the IMS(Government of 
India 1940:xii). The civil list contained 182 such posts out of a 
Cotal of 323. Thirtyeight “other medical posts” were “reserved” 
for Indians, 103 posts were left “Open”: £6r horh Indian and 
British officers, Besides, in the course of their service in the 
IMS, the Indian officers were Properly socialised and sanitised, 
Pe €nat they become the embodiment of “Brown Englishmen’, 
Commenting on this aspect in relation to medical education in 
Pane? B.C. Roy (1982) made sone pertinent observations: 


No professor belonging to the Medical Services has ever, to 
My knowledge, trained an Indian student in such a way that 
he may prove capable in time of occupying the chair of his 
feacher, EtnSs ati along been a process of safeguarding 
the interests Of a trade union. In order to reserve the 
posts for the SECEVi¢ces, it has happened that the very same 
Professor has taught subjects like hygiene, chemistry, 
Physiology, Surgery and opthamic Surgery at different 
periods of his service in India. We cannot conceive of a 
more monstrous method of imparting medical education in any 
country, A complaint was made by some I.M.S. Officers 
before the Public Services Commission that in India 
specialisation in any medical subject was unknown. Who is 
responsible for this? How can we expect anything else from 
those teachers who have developed only one form of 


namely the speciadgbey of *pige essing on 
| nfidenee ; a rejecting 
overhwelming self-confideneca, the speciality j 


ia ra itioners fatr treatmene, 
all claims of the Indtan practitiomers fo Te 


the especiality of belittli 


speciality 


ng everything Indian. 


complains that there is communal jealousy 
anxiety-£o presezwve 


fe ame, Britleber 
@xisting in India. Why ta there so much 
this communalistic feeling in the profession Why this 
reservsation of posts and emoluments? To an average mind it 
would appear that such provision can only indicate that the 
Britisher himself is conscious of his pride andeboast £teae 
im-Incia his attitude is one absolute fairnessi{@m hope  tmae 
you will have no hesitation in condemning this backdoor-way 
of securing a few more lucrative posts for the members of 


the Indian Medical Service. 


Pate outburst of B.C. Roy in 1929 re flects the tensions of 
those days. Tt pettlected the wery understandahue anger and 
frustration ‘of those Indian physicians who had acquired high 
g@ualifieations’, but were denied access to a large number of key 
posts inthe government Simply because they did not join the IMS. 
wOme “Geeenenm, like B.C. Roy and Jeevrtaj Mehtay who: alee 
participated in the national movement, vowed to abolish the 
entire cadi: of the Indian Medical Service once India was able to 

r 


liquidate the British rulc. After Independence, Jeevraj Mehta 
Became -tne: first “director- &eneral of health services and 
Secretary to tha Union Ministry of Health, The promise to 


abolish the IMS was Kept. Thigy.4as wouwhe become apparent later 


On, had far reaching impact on the practice of public health in 
the country. 


However, the nak Kedly racial overtones within the IMS and the 
active cultivation Cf an air @E Superiority over others should 


not obscure gome very positive outcomes. This can be 
4S am e@xpected Outcome from the 


considered 
cimectics cf colonial 
exploitation, Domination of eyery aspect the medical public 
health, education, Craining and research work, both at Gi - 


and in the ri : i 
: : e Provindes, Cnsured an integrated, holistic approach to. 
ealth Services, The cictum, 4S onunciated 


t 
1963: se ta non-IMSi We SS 6 id John. ae rant (Se eipp 


Centra 


comme needing 


Service and not a di 
< et eet aae S » 
re ectlons of the co i 
eas | ) mMmunit b 
SOVEFSR 2OVeErning bodise- wis. ; y y 
: » BO g Ihis mee it much easic ali 
ee. ae ee a ier to© visualise 


the Chale Sf i 
¢ Cotaltey of soc services 
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which are related to improvement of the health 
community”. The IMS members of the 


Status of a 


Bhore Committee 
enthusiastically joined Pioneers like John Grant (Seipp 1963) and 
Henry Segerist (Narti-Ibanez 1960) in asserting that the planning 
and development of health servic 
community development. 


¢s be considered apa part of 


The reservation of an all-embracing domain for the IMS also 
Hea o& very bencfictal influence on the making of a health 
administrator. Like his counterpart in the ICS, an officer of 
the IMS also reached key decision making positions only after 
acquiring extensive experience in a number of areas: starting as 
a general duty officer in the Army, he went through placements in 
medical and public health positions in districts and the 
province, and going on to various positions whtin the Central 
Government. When he reached a key “line” position, hé carried 
with him rich administrative experience along with skills in 
Medical, public health and even medical education and research. 
This enabled him _to provide effective leadership te his 
organization. Re was also well ovlaced in sceking staff support 
Laterally from his fellow IMS officers. And the discipline of 
the cadre also ensured loyalty and support from his subordinate 
Officers. This “command” over his domain, together with the 
Power and prestige bestowed on him by the Secretary of State’ for 
India, prevented any intrusion into his domain by politicians and: 
other administrators, including those of the ICS. 


Understanding of these positive gains by the IMS is very 
important for analysis of the existing pattern of public health 
practice and for developing a perspective. 


IV 


SCOPE OF PUBLIC HEALTH PRACTICE 


The seene Of the practice of public health has changed with 
Srowth of knowledge in the medical sciences and with changes in 


‘ 


’ 


Following the sanitary 


and woase Of me 
movement in Europ, nd radia e 
f with the conditions ae iAVvinge Scientists~ 


954-58) took it stiee 
cealth and 


and political situation. 


socio-cultural 
the state of health 


population was Linke< 
Rudolf Virchow,(Resen 1958: 
a step forward by umderlining.the relationship Of 
health services with politics. This was 2 part of fie political 
plank of the liberals oduring the German Revolution of 1848. in 
Virchow had considered medicine as 
the British colonial rulers cf India used 
in the health. 


activists Like 


that phase a social sciencee 


As mentioned earlier, 


this approack to bring about a dramatic improvement 


status of the European sorving in India. 


Formul-ation of the specific etilosy theory of giseases, 
leading to the formulation of the Koch’s Postulates, started 
another phase in the practice of public health. There was rapid 
expansion of othe knowledge concerning causation of some of the 
major scourges of that time and vaccines and scra became the 
major weapons for fighting them. Individuals and the speciii¢e 
causative agents of diseases became the main focus. A community 
perspective was formed by bringing together the study of a number 
of individuals as a col Tleéthive:. Interest in the theory of 
specific etiology of diseases generated enough knowledge in the 
early decades of the twentieth century to make public health 
practice as an area for specialisation in the medical scienceSe 
Epiaemic control, immunization, pacteriology and chemistry of 
water, air and food, environemtal sanitation and personal hygiene 
and occup2tional and industrial health were included within the 
scope of this speciality. ; 


The modern concept of public health practice has arisen fron, 
the classic defination of public health given by CEA Winslow 
(1920) in 1920. Winslow further extended the scope of publi 
health to include all organized activities in the field of 
pages promotion, prevention, medical meme and rehabilitation 
Building on Winslow’s concepts, John Grant went even further ae 


insisted th: ea i i 
at health is a collective product which requires 


joining of social forces in @ collective GEtores 
coordination of these efforts that the 
the térm social medicine 


it is through 
aspiration expressed by 
AR Wie aautee “ke ae a) ae According to Grant, 
as an integral part of a =e services shculd be undertaken 
ve lbonced Be _.. es A activities as' a whowdea 
the timidity of the = PTO and overspecialisation and 

= nventional public health practioners s60 


strongiy that in his 


late > 
2r years he Came to reject the fern 
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“public health’ and Substituted for it the term “coumunity health 
care”, Following up the definition of 


Of public/community health, 
John Grant had extended the scope cf public heelth practice to 


include such areas as medical eare and hospital 
Cincluding Fegionalisation of medical] care), health 
administration, health education, health applications in the 
social science, health manpower development and 
1962:xii-xviii)., 


administration 
so forth (Seipp 


Henry Segerist (1977: 3-7) had given a historical dimension 
to public health practice by relating the contemporary issues to 
the historical events associated with the work to activists like 
Rudolf Virchow, Max Von Pattenkofer, Rene Sand, John Ryle and 
Lord Beveridge, It may also be noted that both John Grant and 
Henry Segerist had played an imporotant role in the shaping of 
the recommendations of the Bhore Committee (Government. of India 
1946a: i-ii). | 


A still wider perspective to public health practice was 
provided by scholars like Rene Dubos(i952). Thomas McKecn (1976) 
and Walsh McDermott(196$), who drew attention to the complex 
ecological and biological forces which have: determined the 
epidemiological dynamics of the states of health and disease in a 
community in a time dimension. Hugh Leavell (1965) followed up 
this concept of natural history of a disease in a community by 
drawing attention te distinct phases in the natural -history of 
any disease process in an individual. By defining the flow of 
the natural history in terms of “prepathogenic” and “pathogenic” 
periods, he further extended the scope of preventive medicine by 
asserting that it covers the entire spectrum of the: natural 
history, because, as the Latin meaning of the term “prevent” 
Buplics. £t is associated with actions that “come. before” a 
particular event an tre natural history. Health promotion, 
Specific protection, early diagnosis and prompt treatment, 
disability limitation and rehabilitation - are all considered to 
be preventive activities, because these activities “come before’ 
or forestall one of the unfevourable phases in the natural 
history of a disease inoan individusl. Léavell thus. gave a 
dynamic perspective to the concepts of Winslow. By projecting a 
health problem as different phases in ITS natural history, it is 
possible to identify the specific phases in individual diseases 
Which are most vulnerable to intervention by public health 
practioners. Thus, in some c1ises (€.f-, nutritional disorders) 


c 


health promotion may be the major focus of intervention, while in 


rs 


A : | the effort “mays ve 
others (ecg, .. rheumatoid arthritis ethe 


concentrated on disability prevention. 

Fdward McGavran :(1953) had reinforeed the edeaeec. Hugh 
Leavell by differentiating public health practice as practice of 
opposed:+to the classical clinical 


“community-side medicine’, as 
He asserted that making of 


practice of bed-side medicine. 
community diagnosis and solving of community health Peers 
involved extensive use of concepts and methods of epidemiology in 
its widest sense. That is why he had also defined public heaith 
practice as an epidemiological approach to solving a community 
health problem. , McGavran’s ideas were helpful in defining in 
greater detail the widened scope of practice of publie health. 
It meant a-holistic approach to all the health ‘propiemus- 27-24 
community. This. requires epidemiological. data’ ometne s2ece- 
distribution, causative factors and time trends of all the Heater 
probiems that confront a given community. Consideration of 
causative factors opens uv issues which fall within wider social, 
economic and ecological fields. Besides, for making a community 
diagnosis, there is the fundamental requirement of making a 
social interpretation of epidemiological data. How does 4 health 
problem look like from the community side? In other words, how to 
relate the epidemiological data tc date concerning the people, to 
determine the degree to which epidemiologically assessed 
dimensions of a given community health problem overlap with 
sociologically assessed felt needs. This approach also brings in 
the question of cultural perception and cultural meanings of 
different health problems and relating these with community 
health bebaviour and the various institutions that are available 
and accessible to individual members of a community to enable 
them to cope with their health problems. . 


McGavran also worked out ‘the Process of -solving a community 


health Problem, once a community diagnosis has been made. Here, 
it is a question ot developing an appropriate package of 
technology along with formulation of an appropriate delivers 
System which can be used to influence the Strategic points within 
She Ratural history of a-disease so as to have the maximum impact 
within a given resource constraint. This brings out the role of 
concepts and methods of many additional disciplines igh the 
practice of public health, Apart from the relevance of social 
science disciplines, such as Sociology, social Or ee Oe 

, Psychology to determine the ice 
acceptability of the Package of Cechnology and the delivery 


anthropology and Social 


System, it includes use Of the disciplines ©f political Science, 
including Public administration, health economics and the Various 
medical Science disciplines which are related to. the formation of 
2N appropriate Package of Cechnology, 


With these Contributions Practice of public héalth tneluded 
4 Mumber of important dimensions involving use of concepts and 
methods of a large number of disciplines, besides devcloping much 
Wider Concepts and Methods for uSe of the discipline of 
epidemiology, Formation of Such an inter-disciplinary ccncept of 
Public health Practice also led >be “the development of new 
methodological @proaches lika Operational reasearch, Systems 
analysis, linear Programming and Programme Cvaluation and review 
technique, to formulate highly complex and organized systems that 
can be used for solving a Community health problem (Banerji 
1985a: 317-22). | 


Thus,to sum Up, development ofan e€pidemiolcgical approach 
€O public health Pe 7eEPce .invoel wes consideration of 
epidemiological issues at threa different levels: 


I. Consideration 9f natural histori«s of different community 
health problems in a population Pn 32 t4 ma dimension in terms 
of changes in. the interactions among the host, “the 
environment and tha Causative agents, 


2. Consideration of the dimension of community health problems 


af 2 point in time as 3 Stock. This includes consideration 
of the Size, distribution end the causes, 


i Consideration of health problems in an individual in terms 
Of their Progress in individuals in the five phases of their 
natural histories to determine the Strategy for intervention 
in the epidemiology of different health problems at given 


time, 


Such a broadbased epidemiological Approach to solving 
community health problems, and making it a Part of the.wider 
nation-building Process, was of particular relevance at the time 
of Independence, when the aew political leadership was P°ised to 
Cake action to fulfil. at least some of the Promises it made to 
the people of India. Against the background of acceptance of the 
framework developed by the Bhore Committoc, tho leadership was 
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aycor decisions which 
d into taking, a number of major cec 
virtuzlly pushed intc y 


s hs bliec health 

nted a particularly difficult challenge to pu 1di P 
PpEesenc I . alee ty | 4 ; ee ee ing + 

practioners. ©The leadership committed itself to (a) i. 
: | “ re "4 ices as @ part © y G © 
lonwide network of health Service . | 

ae (b) providing integrated 


a 


Blue-print for national reconstruction; ; ae 
we | 1 i ~ y) r opu e5| Ee ee) 
curative, preventive, and promotive services t% rura pop 


sive hore 
through primary health centres (PHCs), as conceived by the B 


> i j i 10 
(c) launching massive programmes to deal with gh es 
malaria, smallpox, tubefemtosis-. 
(d) mecting,:. both 
of 


Cammittec; 
communicable diseases like 
fepresy, trachoma, filariasis and cholera; 
quantitatively as wall as qualitatively, the manpower he 
the ambitious health programmes; (e) launching a massive 
Programme to deal with the problem of rapid population growth by 
Bemking if owith an extensive network cf health services, 
particularly with the programmes for maternal and child health 
and nutrition and. rewiring -1t gee Phe Wider, socio-econonic 
development PEOgorammes, like water supply, environmental 
Sanitation, housing, education, women’s development, land reforms 
and decentralisation of the political ard administrative systen; 
(£) extending the network of hospital and medical care facilities 
aS an intergral component of ti- health sarvices and adopting an 
approach of regionalisation: (g) taking preliminary steps towards 
forming a national health service by offering medical and health 
Services to organized §roups such as industrial workers and 
EOvernment employees; and (h) promoting education, research and 
training in the various indigenous Systems of medicine and 
building up networks of services as integral compcenents Of the 
Overall health service System. 


From a Standpoint of Comparative Study of health Systen 
development, this politica] commitment tn a wide range of 
development is of far reaching Significance. Also, most of the 
tasks assigned to Public health Practicners after Independence 
WaS unique in hature, both in time and in space, Obviously, > 
Was not enough merely to go on with the Pattern that 


developed during the colonial Petiod, though many of 
decisions made during that perio 
Of the base for Specific 


WAs 
the 
d did contribute to tha formation 
aCe-Ons Similarly, it was not POSSible 
to graft in toto the ideas and Practices which had been developad 


in the industrialised countries, eyvon those developed in the 


GeaeFitier hase 14 : pee : 
Pores of thete Industrialisation. Essentially 
> 


considerable body of knowlod 
Programmes have to bo 


Se had to he fenerated endogenously, 


‘Otmilatéd taking into account the Special 


epidemiological Characteristics Of the health Drobolem 
~ 4 P, Ly 


financial 
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and manpower resource — 


technological SpPproaches, problems of developing a delivery 


‘System and the SOciel and :: ee factors which determine the 

health practice and health behaviour of pop] 
conditions, Se, Was the Challenge P°Sed before the public 
health Practioners of India at the time of Independeneo, How far 
have they Succeeded in fulfilling the task 4S8signed to them? 
Answer to this Question is ty Crucial relevance for understanding 
the development «of the health Service system of India, 


limftations of thea available 


“tion under given 


MAJOR HEALTH PROGRAMMES SINCE INDEPENDENCE 
OO ee CE INDEPEND ES OR 


A Primary Health Comara “CRUG? suac cloneed pal Las an 


institutional Structure: ‘to PEOVida LULeP TA tee preventive, 
Promotive, curative and rehabilitative Services .for the rupel 
a 


Population of the SGUMEryY: This idea was geveloped ag a response 


of the political leadership of thea freedom movement to meet the 
rising aspirations of the masses of the peeple, The first batch 


of the PHCs was set Spr in 19572. Considering tk nature of socin= 


economic relations and the power structure that emerged in India 


ee CET Independence, it is not surprising Chat thi¢ Programme of 


establishing a network Of PACS abt over. the country. should have 
encountered so many eabstacles..:But perhaps it ds: @ much more 
important fact that, despite these obstacles, over time there has 
been 4 Steady growth and development of the network, both in 
quantitative as well as qualitative Sense. This, incidentally, 
provides an instance of how the democratic aspirations of the 
People could impel the ruling clites to make Services available 


to then. 


Quantitatively, there has been a Significant increase in the 
NMumber of medical and paramedical personnel 28s “PHGS. 
Qualitatively, there have bee en four major changes (Government of 
India, 1987). Firet, many special mass campaigns have been 
integrated with PHCs, both in Cerms of their staff as well as 
functions. There have also been national programmes against 
Specific health problems which were developed ag integral 


\ 


Lt 


integrated child development 


2 a functional 
and blindness prevention. | been i ee 
3 ay j é tc 
integration of work of the personnel at PHCs, This pee 
and female muitipurpose 


hospital h2s been 


\ nt > it PI! Cs t u b p et l Os a 7 ¥ 
oat’ EP ( at e £ ) 
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the development the categorivs of male 

- ae + aw 
workers (MPWs). Third, a twenty-five bea 
developed for every four PHCs in the countTy. Finally, and 


perhaps most importantly, a decision was taken by the Government 


of India to 1977 to entrust “peoples 
by offering cpportunities to village communities tc 
among themselves a person who would work as a Community Health 
Volunteer (CHV, now called Health Guide) (Government of India, 
1978). ~The government authorities a2lse arranged for the training 


of CHVs, paying them an honorarium and supplying some drugs and 


“ health in people’s hands’, 
choose from 


equipment. . 


The CHV Scheme was of profound social and political 
significance. In «ffect, it meant bypassing the entire medical 
cing directly to the people to strengthen 


establishment 2nd ge 
‘pe with their health problems themselves and 


their capacity to cx 
to seek and even demand.support from PHCs and Other referral 


— 


Meaith institutions, in case the nature af the health problems so 
required. Soon after came the historie Declaration of Alma Ata 
on Primary Health Care (Worid Health Organtration, “97s: ye a 
eetihed for total coverage Of population with comprehensive, 
integrated health services, based on active participation of the 
people in the planning, Formulation, implementation and 
Evaluation processes. There was to be social control over the 
health services and, along with health services, there would be 
inter=sectoral action covering fields such as water Supply, 
environmental Sanitation, education, women’s development and 
employment, to improve the health status of the people. “Health 
For All by 2000 AD through Primary Wealth Cares (HFA/APC-2000) 
became a catchy and heady slogan of WHO and its member states, 
Eee PeGk So¢ctat and: political teagaeten Overtook HRFA/PHC-20006. 
fhe progress was tardy; much worse, there was gross distortion of 
a re I wae oe. The slamming down of a highly 

Programme of universal immunization on the people 
of the Third World countries at the instance of affluent 


indu Lalise ountri i 
Strialised countries, and, 1renically, international 


Oroganizations like wue and UNICEF, provides a Startling example 
2 (bens See (Government of India, 1985; Banerji 1986b) 
rag Ca Ci QO 2 , : . ° 

i the Third World, aven otherwise the immunization 


rogramme suffere : e : ; ‘ 
Progre ered from serisus infirmities from epidemiologzical 
oRical, 


Operational and ecological Points of view (Banerji, 1986b) That 


such a4 Programme could he forced on tho Peoples of the Third 
World gives an Awe~inspiring demonstration of the 
ruling elite and their supporters from Iutside, ta 


Se, | Of people, 


Pewer of the 


impose their 


Nevertheless, despite the Many eetbackes, the gatne during 
the past decade have been Substantial, There is now 4 dense 
network of health Services in rural areas: one CHV/Health Guide 
for 1000 Populaticn: a Sub-centre with a male and a female 
multipurpose worker for every 5000 Population; a PH for 30,000 
people; a Block Health Centre for 100 >000 people; and a 25- ~bedded 
hospital for 400,000 people ROE Of India, 4987). a 
Other Coentry in the Thira World with étarue resource 
constraints can claim to have such an infrastructure of health 
services for its rural population (Banerji, 1985 ar4297-. 


Because of the availability «oF highiy potent weapons to 
fight against communicable diseases at the time of Independence, 
there was considerable enthusiasm for launching specialised mass 
campaigns against individual Soourgos (Parner ji- L365 agi 31=36 06 


These technocentric Programmes had their awn organizational 


Structure (hence called vertical programmes), independent of the 


§emeral bealth services. A Hationsal Malaria Eradication 
Programme (NMEP) was launched when Spectacular results. were 
obtained by using DPT in the National [tialaria Control Programme 


“(NMCP), However, despite massive investment of resources, tae 


Promise of NMEP rooting out malaria from the country, once and 
for all By the wid=sixties, could not be fulfilled and huge 
quantities of this Country s résourctes are still heen drained 


Simply to keep the spread of the diseased under con nttrol 


(Banerji, 1985a:95-106). 


Before India joined the WHO sponsored programme of Global 
Eradication of Smallpox, India had made, on its own, two efforts 
to eradicate the disease (Basu et aly 2979). On both the 
Occasions, the National Smallpox Eradication Programme did not 


Succeed in its ain. 


The Mass BCG Campaign was launched to provide protection 
beoblene an “ite implementation. Lw@hex, it was proved 
conclusively (Baily, 1980) that BCG does not Provide protection 


to adults. 


_— 
Oo 


: 2 ; AS a 
Daposone provided a potent weapon CC deal with leprosy 4 
‘ Leprosy Control 


community health problem and the National ; 
(NLCP)was launched for this purpose. Again, because 0 


it was not possible to make any 
significant dent in the problem. Subscauently, as a result of 
the initiative from the highest level of the Government cof 1 od ie 
(Gandhi, 1981) a major effort was made to thoroughly revamp the 
and add refampicin to the already existing dapsone 
radicating the disease by the turn of 


Programme 
serious operational problems, 


programme 
therapy, with a view to é 
the century (Government of India, 1982a). Once again, thej 


results have not been encouraging (Government of India, 1987).' 


There have been similar disappointing results from the 
vertical programme launched against (Pandit, 1982) and trachoma 
(Government of India,.1981). As mentioned earlier, refusing to 
learn from past experience, the Government of India has joined 
some industrialised countries and UNICEF and WHO, to launch yet 
another technocentric “attack” on the six communicable diseases 
through the Universal Pregramme cf Immunization (Government of 
Endta, §1985b). 


In sh irp contrast to the other communicable diseases control 
programmes, India’s tuberculosis programme offers a very 
instructivecase study of the development of an appropriate and 
obviously effective approach in dealing with an important 
national héalth problem within the prevailing constraints, 


including censtraints of available resources (Banerji 1985a: 106- 
RZ )i2 


The National Tubercolosis Institute (NTI) at Bangalore 
develo-ed a series of interdisciplinary operational research 
Studies which involved participation of health administrators 
epidemiologists, clinieciane, mMicrobilogists, public ed 2 
nurses, laboratory Scientists, social Scientists, statisticians 
and engineers (Chakraborty 1979), fhis led in 1962 to €he 
formulation of nationally applicable, socially acceptable and 


epidemiologically effective Natior 
, Q é 1al Tuberculosis Progran 
for India (Banerji 1971b). Ga 


The basic postulates of India’s NTP were: Ci) 


as 
large number of patients were alre ; ty. Soe 


at various heal : tady sctivery sceking treatment 
8S health institutions, top priority must be given inay 
Q ; e 
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national programme to providing se ervices to, those whe 
need for it, Lee, it should ba 


have a felt 


a ilt-nced ariented programme; 
and (2) as those who had a felt need sought treatment at health 
institutions, tuberculosis services should, be given as an 


integral part of the health services .rrowvided 
institutions. 


at different 


Expectedly, heavy allocations. have been made in setting up 
haspitals, dispensaries and other curative 


services in iurban 
areas. A large number of the well- 


equipped hospitals have ccme 
up in the form of teaching ho Oospitals attached to the medical 
-colleges. There has ‘been 4 general decline in the quality of the_. 


‘=-Bervices provided by these curative institutions. This might 


provide: one ‘explanation for the recent trend in the privatization 
of medical services through opening of very expensive and 
sophisticated hospitals in the corporate scetor. . 


The -governument has alse encouraged promotion of the 
different indigenous systems of medicine and homeopathy by 
setting up a number of teaching instituions, hospitals and 
dispensaries in different parts of the country. | 


HEALTH MANPOWER DEVELOPMENT 


There has also been substantial achicvement in developing 
manpower to meet the requirements of the massive health programme 
(Banerji, 1985a:73-91). Physicians. have been: produced. in. Large 
numbers to serve as health administrators at different levels of 
the health services. ,Specialists. have, also bean trained to 
fulfil the. requirements. of hospitals and other specialised 
fustitutfous: Special efforts were also made to train the 
required number of teachers, trainers and, research workers*of 
various types. In qualitative terms, a key decision was taken 
soon after Independence to bring about a social orientation of 
medical education by upgrading the departments of preventive and 
‘social medicine in the 106 medical colleges in the country. 


COMMUNITY HEALTH C£LL 
"Parks oad, 


oe Xs 07/4. (Firei Floor; St 


bon ive manpower 
teps were also taken Co meet the maneny ee 
Urgent step i ae ; aining O£f£ nurse 
ursing This meant education and training ‘liar 
De ae 2 Bo | a 
ae hospitals and’ a vast army of auxill 7. 
Ki ©) / Ca» i" 


~~ | 5 nurses f ‘x 2 . 
educators, auxiliary nurse midwives (ANMs), 


especially 
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The corresponding nale 


nursing personnel, 


multipurpose workers 


their supervisors. national 


i :! io atnderege; The 
provided education and train g, ee 
ta. the family plsnning programme an le 


a ; for malaria, 
programmes oe 

pun O h O ire education and training of more 
vast PHC complexas, each required du 


1 O 2rs 2Te 2 in 
than a hundred thousand paramedical workers. There has been, 
ae Cc / — 


were also 


Community Health Volunteers/Health Guides. The country can 
justiy be proud of these achievements in developing its health 


addition, education and training of ever four hundred thousand 


manpower. 


FAMILY PLANE ING 


Preoceupation with curative services atid with. the very 
expensive vertical programmes. led te the neglect of growth.and 
development of gencral health services in rural areas, The 
pushing of the family planning programme during the past quarter 
@f a.century,has turned out. to be. an even greater disaster for 
health service development if rural Areas, Today the. family 
planning programme stands sut as the darkest ani the largest blot 
on the landscape (Banerji, 1985a:247-49). a The 


root. canse lies 
in the 


basic postulation of the programme. Instead of. relating 
the problem of population to the prevalence 


of. widespread poverty 
and the unjust 


social order Which generates such poverty, it was 
postulated that it is the population grwoth which 


is responsible 
for poverty. 


It was presumed, rather Simplistically, that the 
population growth has eaten away the 


fruits of development, As 
if the failure of the 


ruling elites to comply with the Directive 
the Constitution, (for example,. 
éducation by 1960, land 


Principles of ni: 
p | universal primary 
reforms and employment) was due to 


population growth! r & 


This victim blaming” Philosophy af the exponents of the 


2 
4 
. 
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family plenaning progranme tricgered off a chain reaction (Bose, 
1585). People tecame the victir of targets of their own 
Bovernnent for sterilization. ei: were subjected to. a blast of 


propaganda, ee he a Malthusian doom unless they submitted 
themselves to sterilization. Efforts were made to entice people 
to accept family vlanning by offering then 


monetary incentivies. 
Yealth workers and even other zZovernnent 


functionaries working in 
dire consequences if they failed 
to attain their targets (Bose, 1926). In turn, the health 


workers and others started to pressurise people to fulfil their 
targets. Thus, 


rural areas were threatened with 


the fawily planning drive created 4 sense of 
terror among health workers and sovernment functionaries. Lt 
became a menace to the people. It very adversely affected the 
Functioning of rural health services. It also gave rise to a 
number of malpractices, such as sterilization of old people or 
people with high parity, false reporting and terrorisation of the 


poor and vulnerable sections of the population by government 
functionaries. 


The tragedy. is that d 


Saar espite incurring a very heavy 
expenditure, despite the high pr 


ce paid in terms of disruption 
of health services and despite adoption of means which were 
patently immoral and often illegal, the family planning programme 
failed to yield the desired results (Bese, - 19847). > tt 2s 


e 
tines there was no correlation 


therefore not surprising that some 
between percentage of couples protected? and the decline in the 
birth rates. The zealots of family planning also overlooked some 
Zmportant facts about population control = that*a decline in 
Marital fertility rate is also brought about by people practising 


birth control on their own and that rise in the age at marriage 


and reduction in the proportion of the women in the heb onder $92 
age group also- significantly affect birth rates. lit was not 
noted that along with the family planning programme, these 
Factors havé also played a najor role in bringing about the 
meecteacular fall-in the birth rates. observed in-Retaias 


Perhaps the best way will be to quote at some length the 
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GGESSMENT OF THE HEALTH PROGRAMMES 
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Perhaps the best way of 1 te to quote at some 


je i a Statement of the National 
length the observations made in the -aten 


£ dia (192826): 
Health Policy of the Goverament of India (19€2b) 


Inspite of such impressive progress the cemog sraphic ana 


health picture of the country still consti 
serious and urgent concern. The high rate of population 
an adverse effect on the health of 
rlives. The mortalities 


itutes a cause for 


growth continued to have 
our peorle and the quality of thei 
rates for women and children are still distressingly high; 
almost one third of. the total deaths occur among children 
below the age of 5 years; infant mortality is around 129 per 
thousand live births. Efforts at raising the nutritional 
tevels of otr people have still te bear freee oand tae 
Gxbent and severity of malnutrition’ cont#ugpes to cae 
e@x¢eptional ly high. Communicable and non-comnunicable 
diseases have still to bé brought under effective control 
oand eradicated. Blindness, leprosy and T.B. continue to 
have a high incidence. Only 31 per cent of the rurae 
population has access to potable water supply and 5 per cent 
enjoys basic sanitation. 


High incidence of diarrhoeal diseases and other preventable 
and infectious diseases, specially amongst infants and 
children, lack of safe trinking water and poor environmental 


Sanitation, poverty and ignorance are anong the major 
contributory causes of ¢ 


mortality. 


he high incidence of disease and 


; i i } c . cat 7 : 
his is followa by an analysis of the possible causes of this 


obviously unsatisfactory state of affairs: 


The existing 


_— hae Been lLatneen | 
almost wh & yY engendered by the 


npower de evelopment 
ment of curative centres based on the 


are inappropriate d i 
a And irrelevant 
tne real pneeds of our oni 


conditions Obtaining 


Policies and aeeeet isha 
western models, which 


People and the Socio-economic 


—_—... in the COUNt Tye The hospital-based, 
“wlLoticde c cure= e 
— nted ap ) hs > Se eS Mb Li ohnane 
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cost of providing compretiensive primary health care services 
to the entire population, whether residing in the urban or 
the rural areas. Furthermore, che ae high emphasis 
On the curative approach has led to the neglect of the 
Preventive, promotive, public health and rehabilitative 
aspects of health care. The existing approach, instead of 
improvins awareness and building up self-reliance, has 
tended to enhance dependency and weaken the community's 
capacity to cope with its trobloenms. The prevailing pS sae7 
in regard te the sducation and training of medica and 
health personnel, at various levels, has resulted in the 
development of a cultural gap between the people and the 
personnel providing care» The various health programmes 
have, by and large, failed to involve individuals and 
families in establishing a self-reliant community. Also 
over the years, the planning process has becone largely 
eblivious of the fact that the ultimate goal of ach ‘ieving a 
Satisfactory health status for.all our people cannot be 
mecurecd without involving the commuagity in the 
identification of their health needs and priorities as well 
as in the implementation and management of the various 


health and related programmes. 


The Statement on National Hcalth Policy. (Government of 
India, 1782b) asserts that its contours have teen evolved within 
a fully integrated planning framework which seeks to provide 
universal comprehensive primary health care services relevant to 
the actual needs and priorities of the community at a cost which 
tite people can afford, ensuring that the’ planning 4n¢8 
implementation of various health progorammes is through the 
organized involvement and the participation of the community, 
adequately utilising the services being rendered by private 


voluntary organizations in the heaith sector. 


ta put an end to what it calis.the’> cxi#®ting ali-round 
unsatisfactory situation, the Statement underlines the urgent 


necessity of restructuring the health services around the 


following broad approaches: 


1. Provision of 2 well-dispersed network of primary healthcare 


Py 1 . ‘im i. 4 rol a y 2 
Bervices with the organized support of voluntoers, 


3. 


of 


rié pé ramcalLrcs a4 d - : ~} G fci1: 
c we 9 Ly c 


workers. 


Large-scale transfer «of, knowledtees sinmpl 
Cc >) te ~ 

GS 
technologies’ to Health Volunteers, sel 


. ‘ : 4 Vi i i 4 nce@e 
communities and enjoying thcir confide 


Positive cfforts to build up individual selfi-meliance gag 


effective community participation. 


Back-up support to primary health care through a well worked 
out referral systen. 


A nation-wide network of canitary-cun-epidéemiological 
Stations to tackle the entire Fange of poor hea Hee 
conditons. 


Full utilisation of untapped resourees through organized 
Pegistical, financial and technical support to voluntary 


agencies active in the hesith ficigs 


Planned establishment of centres equinped to Provide 
Specialist treatment when necessary. 


Special efforts to offer mental health and medical 


care and 
Physical and Social rehabilitation to the disabiog. 


First Priority-to bea accorded to People 
hill and backward 


endemic diseases, 


living in tribals 
areas oand to Populations affected hy 


Im @86ence, tho Ware | 
“2 wes “etiona lomaaen Policy ombod 
: AA Ch i tae Ombpodied A com . 


- Of Saas ie bring about further 


Nm 
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democratization of rhc health 


Service, This implied 
Subordination of Medical tech 


nology to the needs of the people. 
It was thus YSC Snother gain’ for the masses of the pcople. 


However, not Unexpectedly, during the past five years there hag 
been little Progess in ths implementation of the declared 
Policies; Suother AUnstanece af the ‘soft state!’ ar Myrdal 
°€1968:20), Enfact, ftom the Standpoint of the 


interests of the. 
masses, these five years have brought yet another major setback - 
indeed a major Step backward. This is.in the form of India's 
Seceptance of ga technocentric Programme of wags imnunization 
which is imposed on the people from Above. Such 
the very antithesis of the Alma 


Health Policy. Worse still, 


a programme is 
Ata Declaration and the National 


4s in the case of the National 


Malaria Eradication Programme and the fanily planning programme, 


imposition of this Programme and exertion of administrative 


Pressure on individual health workers for attaining the assigned 
targets adversely affects the performance of other rural health 
programmes, for example, maternal and child health serviees. ’ The 
masses have to Struggle still harder to force the ruling elites 
fo rectify these defects and to chsure implementation of the 
National Health Policy. 
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ADMINISTRATION OF THE HEALTH AND FAMILY PLANNING SERVICES 
ee | | See 


The catses of the very scrious fai.lures adn the Besedeh and 


u 
family planning services are related to the social and political 
4 E 


c 
forces which have shaped of the key decisions. Essentially, 


id 
aS 
8 

o 


Ss 

study of the causes amount to study of the: political economy of 
/health and health services in the country (Banerji 1984). It will 
Mv cerore need sajor social and political action to Peecify the 
Situation. However, as the main purnose of this presentation is 
to describe and analyse the trends in public health practice in 
India, here the major focus will be on the immetinte factors 


P £ ai nr j OY Bra ice of 
which are responsible for this sharp decline im the practic< 


Bublic health. These factors are highly complex, closely 
Dee ctine with one another. The discussion below will be 


. ] La - ° 
confined mostly to five categories of thease factors: 
7 vs 5 
] Consequences of abolition of the 211-India cadre of othe IM$ 
2 
aud mot replacing it with an alternative one. 
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2 Steep fall in the @guality of ecucation, training and 
© a? - * i 5 de ae +4 ublic 
research in public health and the low position assigned to p 


he ‘estige j archy *@@2heaten 
health° practioners in the: prestige hte y 


professionals. 


3. With the virtual, disappearance of Sipm@piic ee of 
speciality, decision makers had filled up key positions in 
health administration with medical personnel who had neither 
any training, nor experieneeé, nor interest in Cie se. 
One can easily single out instances of anatomists, 
physiologisits, pharmacologisits, biochemists, pathologists, 
microbiologists, laboratory scientists, orthopedicians, 
Surgeons, physicians and obstetricians and gynoecologists, 
who have been given key positions requiring high levels of 


z 


competence in heazth adminisatration. 


4. The Administrative Reforns Commission af the Government of 


India (196%) had included the mipistiries ef health ane family. 


welfare at the Centre and the States cmcoag the ches where in due 
course the -op positions are occupied by health administrators, 
That did not occur. i@stead, durgne.the past four decades these 


minisitries have become even more dominated ty Seneralist 
administrators. 
De The political leaders ought to be squarely hele responsible 


for the present unsatisfactory state of affair: in public :health 
Practice. They have been heading health ministires at the Centre 
and in the Provinces following the reforms of 1919 and 1935, 
They have been actively involved in the key decisaons in 
Personnel management in health services which have led to the 
a *y Stale of publie health practice in the country, 


also been a Steady decline in the quality of the 
political leadership Of health 
bodies and various 


There has 
Overall 
minisitries, The legislative 


Political parties have also to share some of 


4 aie GE x ‘ 
the responsibiiit,, because they were not active enough in 


Be 88 GERERtion to the ‘poor levels of political leadership of 


Ministires of health, 
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Refer:nee has @lready been 


maqaqe to the deep seated 
resentment among some eminent nationalist 


C~minded physicians 
against the Practice of giving the Ips monopolistic positions in 
all aspects of the health services in the country during the 
colonial period - in medical education, medical research and in 
health administration. While 80Ch the ICs 


L 


and IMS came under 
Strong criticism from the leadership of the national movement 


because of their association with the colonial rulers (Roy 1282; 
National Planning Committee 1948) it so happened that the IMS 
did not survive Independence. While the Indian Civili Service was 
Succeeded by the equally exclusive Indian Administrative Service 
(IAS), there was no corresponding substitute for the IMS and it 
was phased Gut, Belated efforts were made to recetTivy thee 
Situation by proposing an all-India cadre to be called the Indian 
Medical and Health Services, but it could not take shape as it 
Failed to receive the concurrence of all the states of the Union. 
Failing to set up an all-India cadre, the Government of India 
brought together its own officers from the fields of medical 
education, medical care ané public health to form a new cadre of 
its own, called the Central Heaith Service (CHS). 


While, on the face of it, creation of a single cadre appears 
to be a sound practice in health admiristration, it was not 
realised adecuately at that time that the creation of a single 


cadre of personnel in an organisation which lacks the vital base 


of executive positions in the hcalth services in the. states would 
create serious anomalies, Thus, unlike the situation prevailing 
during the pre-independence days, the Direttorate-General of 
Health Services (DGHS) could not get officers who had grown in 
the service, acquiring experience through managing community 
health services and developing epidemiological perspectives. 
This Anomaly inf the organisational structure aiso 2420. ¢0..4 
disproportionately large representation of physicians from 
peeoerineg inetitutions at the higher Levels of the cadre. As #2 
pemeEet, trequentiy, seniority in the -CHS ¢adre has enabled 
persons to occupy key positions within the DGHS for which they 
had virtually no experience. Thus, at.a:time when the country 
needed managerial physicians who would have much greater 
competence than those who belonged to the IMS, those occupying 
key positions in the DGHS often fell very far short of what was 
required of them. The vacuum created by the phasing out of the 
IMS and the consequent decline in the competence, power and 
Egat ige of the CHS officers offerred opportunitics to generalist 
IAS officers further to extend their influence and, control over 


SSUCSo | The 
decisions which involved cons ideration of technical i 


these 
IAS officers were obviously not competent in performing 
roles. 


also had a major impact on. the 
in the states... This had. led {to 


: i ini ators 
considerable erosion in the competence of health administr 
at. @ time when they were required to show much g¢greaner 
and administrative vision in the face of 


The phasing out of the IMS 
administration of health services 


initiative, enterprise 
expectations and aspirations of the people. In the 


the prsing 
the 


first place, health being essentially a state subiect, 
admibnistrators were expected to develop their own pattern of 
health services to suit. the conditions prevailing in individual 
states. In the absence of such action, the state authorities had 
to fall back on the “standard pattern” handed down to them by the 
not so competent health administrators of the Union (Central) 


Government. 


Seeond, development of heaith services in rural afeaes 
through the national programmes, primary health, centrese 
dispensaries and» taluk and -district level hospitals. cal ledaeee 
fundamental changes in the structure of the organisation and in 
administrative practices, Piird, assigning . fe eve 2-rridims 
priority to the family planning programme posed yet another type 
of administrative challenge. Finally, there @as also ame 
administrative challenge involved in the expansion and 
strengthening of the institutions and health services. (Like 
medical colleges, their attatched hospitals and other large urban 
hdspitals) which had already existed before Independence. 


Ae the tinewet Independence, even before ie decision to 


phase-out the IMS came to be felt, public health practioners 


faced Some other special problems. ‘One was the withdrawal of a 
Substantial number of British members of the IMS 
sudden vacuum in their ranks, At the 


lar oe. i 
Se €xpansion’ of the health Services to meet the risin 
ae" of the : 


are ae of the country, Over and above, 

“,» Who had grown ree Che cadre in the 
a ae Craditions get during the colonial pericd were 
called upon to face gualit atively different types of shal) ae 


Obviously, prograttmes wh 
= : nich required mobilis ation o larg ma es 
bal a =) 
of rural population was ; ang : a 


not a very palatable Proposition to then, 


This created a 
Same time thee waS a very 


30 


eee eS ee a ae eS 


ew 


er ee Se ee ee ee 


up Many Key posts from amongst the 


Rural popu ation Taised in their minds tine Spectre of difficult 
access, dust and dirt and Superstit: 


H1CLOUNS, ignorant and illiterate 
People. Therefore, when they were tmpeTicd to de. sone preventive 
work in rural areas, charactecristicallvy, tney chose to launch 
military Style campaigns against sone specific health problems - 


the so-called vertical Prograrics 


h— 2 0 


Also, because cf strict Seniority rules of the IMS, when the 


heaith servicas expanded rapidly, the administration had to fill 
relatively small numbers of 


even from the colonial Standards, were not 
considered to be bright, Such 


organization. by personnel, 


the officers, who, 


4 massive domination of "thea 


who had been trained in the colonial 


tradition and whose clain to a number of vital posts was based 


merely on their being senior in a depleted cadre, “Teds a 


virtual glorification of mediloerlty) with al4: tte consequences. 


Worse still, such a setting was inimical to the growth and 
development of the younser generation of health workers. 
young workers had often to pay heavy penalties, 
to show, on their own, Ingtiative. 


These 
if they happened 
enterprise and imagination in 
their work. Confsrmation usually carned good rewards. This 
ensured perpetuation of mediocrity within the organization. This 
is obviously a major explanation for tte soriouvs £laws°in the 
conceptualisation and implementation of many important health 
PrOgtaumes observed so often in earlier paragraphs (Banerji 


S73). 


Because of their being inadequate for. the jobs, many heaith 
administrators went out of the way to seck help from experts from 
abroad. A large number of such experts were invited to play a 
dominant role in many aspects of the health servica System of the 
country. 


7 


It may, however, »o* noted that notwithstanding its strong 
hangover from the colonial period, its military style approach to 
community health problems and the considerable dilution of the 


lod 


[ammeter tne time of Independence, the IMS -stfl1ll“managéd to 


provide strong leadership at thea highest level of health servicés 

“see eene Level or the director-:-gcnerad of health services. (DGHS) 

Be ere Gentre and that of 4ircctors of health services Lh the 

° . : fi a wo > - aia Te - " ! rr fr 

Degewamees/sStates during the first two decades. Col, K.CoKoE. 
31 


v. Srinivasan, Col. Jaswant 


20K aks Sod 
Raja, Col. C.K. Lakennanan, Goe- 
Singh were among the influenetads 


Rach ome of themepaec s-roue 


directors-general of hea len 
background in public 
health administration 
and, often also if 


services. 
health, besides having rich ¢xXpericnce in 
state and Central lievels 
Significantly, two of them 

India Institute of Hygiene 
the DG; Col. a 


at the sdest ri-c tt, 
medical @€ducation and in rese¢arch. 
had served as the Director of the All 
and Public Health (AIIHPH), before becomin?’ 
Jungalwala was another director of AILIHPH who played a crucial 
=e Pmeegetting-usp the Wational -Isetitut coe Health 
Administration and Rducation and who had become the Additional 
Director-General «f Health Services. The AIIHPH thus served as a 
nursery for the formation of a DG. Because of this association 
with AILIHPH, they could carry forward the ideas of John Grant and 
of the Bhore Committee when they reached the highest post in the 
Realth administration of .the country. -Another IMS oftteer, Code 
Barkat Narain was involved in the critical task of setting up a 
network of primary health centres as a part of the nationwide 
movement of community development. Col. @Gaawani was instrumental 
in laying a sound foundation for the South-East Asian Regional 
Office of the WHO. 


From hindsight, this period looks much brighter because the 


r 
Situation deteriorated rapidl 
aken by personnel who were grossly 
unprepared or even ill-prepared for tha crucial jobs within the 
health administration, 


y when the IMS was finaliy phased 
Out and their positions were t 


With the Safdarjung Hospital~ and some medical colleges 
cominz into the picture in producing the new breed of the és, 
Ehe ALIHPH was allowed to fade away. The ideas of John Grant and 
Ps enunciated in the Bhorea Committee lost their meaning and 
serious compromises were made with some of the 
of public health Peeccice. 
Vital afeas as 


vital principles 
This led to gross neglect of such 
use of epidemiological concepts and principles in 
Programme formulation and : 


implementation and in the 
; : © measure 
of their impact, rement 


dt e = - 5 * 

ae ‘ velopment of health Services as an integrated 
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id nagement of complex health programmes which covered 

ar e a i ‘ ~ . 

Some tions in difhemen: Se the count 

Implementation of the Na+ 4 ae ; “2a 


Nad She @ rie Eradic: 1 era 
é a Pere cation Progr 
| : . | rranme 
CNHMEP) cenu- the Succeeding Modified Plan of Operation is an 
example. The much heralana ; ' ae 
Se COM: Eee eae the Working Sroup for the 
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. 
' 
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| 
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Eradication of Leprosy (Government of India 1968a) sat up ia at 
the instance of the then Prime Minieter, is 


S another example, It 
was headed by the Chairman of the Scientific Advisory Committee 


Of the Government of India, who is a radiation biologist and it 


also included the then Director-General of the Indian Council of 


Some programme officers 


also members of the Group. 
So casual they were about thea und. rstanding of 
pathogenesis and the 


Medical Kesearch, who is a Pathologist. 
and other specialists in leprosy were 


even the 
course of the disease that they claimed that 
India should “’eradicate’ leprosy by the 


turn of the century 
through the use 


of such technocentrice Weapons as vaccine 


development with use of “immunomodules” and resorting to multi- 


drug therapy. They did not even consider the 


principle of 
integration of health services, 


seo strongly advocated by scholars 
take Gene Grant, Hugh Leavell1°(1968) ‘and N. Jungalwala 


(Government of India 1968b) and by the Sokhey Committec, Bhore 


committee and the Alma-Ata Conference on Primary Health Care, 
emphasized, withovt sroducinz a ghred of 


— . pos > 3 


and 
ev Sa enee., “the 


essentiality of NeTticality =. 


There is a similar sad AOeount of Sesion of some of the 


basic principles of health administration in the cease of the 
family planning programme. Pirst, it was-tie vivisseetion of She 


directorate-general of health services by tearing off from it 
famiiy pianning, maternal and child health and a part of public 
health nursing 2nd rassing it on to a commissioner in a separate 
department of family pianning directly under a generalist 
secretary. That vas in 1966. The political decision was to make 
the retired Diewrenant GCendarail o$2%.° Bhatia 48 fhe {9 Fae 
ccemmissioner. He had soon to be succeeded by Sol. Deepak Bhatia 
of the IMS, who was earlier the Director of Health Services of 
Punjat. However, retirement of Col. Bhatia started the usual 


trend. An obstetrician and gynaecologist (again from the 
Safdarjung Hospital!) succeeded Col. Bhatia. She was succeeded 


by a surgeon from Willingdon Hospital, New Delhi and then there 
was a pathologist, then a physiologist and then a pharmacologist 


‘from medical colleges! That was the time when the generalist 


administrators struck again. It was decided to make a joint 
Becretary also responsible .for the technical = Canoe aemes 2 
designate her as ~ joint-secretary-commissioner family planning”. 
Later, it was tagged to an additional secretary. More recently, 
the position of the ceommissicner family planning has moved with 
the promotion of an adition2zl secretary to a special secretary. 


Ta 


the AIIHBBRH by bringing in an 
‘and social medicine, who had 
later became the joint director of health services of 
But the experiment did not succeed. 
Col. Ne. Jungalwala along 


An effort was made to revive 


experienced professor of preventive 


Maharashtra, as its head. 
Earlier, a determined bid was made by 
avell and Edward McGavran to build up a critical mass 


with Hugh Le 
of Health Administra ation 


of scholars at the National Inartecutce 
and Education (1971) to provide the badly needed leade rship in 
the field of health administration. It was 2a most laudable 
venture, but, once again, NIHAE fell short in performing the task 
assigned to it. It starte od to decline under the stewardship of 
the succeeding directors and the decline became a precipitou 
fall when NIHAE was merged with the National Family Planning 
Institute to form the National Institute of Health and Family 
Welfare (NIHFW). The first director of NIHFW was a 
microbiologist. He was succeeded by a pharmacologist. 
Currently, the head is a reproductive biologist. A National 
Institute of Communicable Diseases was set up with the ambitious 
expectation that, it could play the leadership role in the field 
of communicable diseases, as was done by the Centre for Disease 
Sontret- in Atianta,;,. Georgia USA (Pandit byaz7. These 
@xpectations were also belied. The Indian founcil of Medical 
Remearch daiso soon -lost.its rich tradition otf £22232 52—0 
epidemiological and other public health studie concerning key 
netional progorammes like tuberculcsis and filariasis. 


The situation Was equally grave in the states after the IMS 
was phased out. There was a sharp decline in the leadership for 
providing effective, integrated health services to the people 
Critical principles of public health practice were allowed to be 
violated with impunity. One consequence was the break up of the 


directorates of health services into three Separate 


directorate 
= medical, = ts 


. public health and medical education, as if there is no 
Link among them. The State of Tamil Nadu : | 
Gieruption to the level of 
directorates (Rao 1982), 


has carried on this 
heaving six (or even more?) 
One maiignant outcome of this break up 
os eae gee oS: special secretaries of the IAS cadre 
ave taken over the responsibidii¢ties for 


actually running the ¢ j 
fs © entire Lamily pie 
ne inning a 
child ohealth' services in th, States! : pee ae ~ 
‘ » c x. , 


has been the appearance 


The fhopal Tragedy also dramatically demonstrated how 


Serious has been the break2own of public health services in the 


country. Even if such important facto s 
which led to the location of the plant so 


és the considerations 
near thickly populated 
areas of the city, criminal negligence in implementation of 
Safety measures and drawing up of contingency plans to minimise 
damage to people in the event of an accident, are excluded for 
analysis, the Bhopal Tragedy was esscntially a public health 
problem: many tonnes of highiy toxic chemicals were literally 
Sprayed over an area containing hundreds of thousands of human 


obeings. It goes to the ‘ctedit' of ‘the scientists of the Indian 


Council of Medical Research that they managed to convert this 
public health problem into problems for laboratory and clinical 
research. There was a-lack of information on such elementary 
epidemiological aspects as the exact number of the dead, their 
distribution according to age, sex, place of residence, quality 
of housing, socio-economic status and degree of exposure, the 
composition of the 'gas', the direction of its fi pw ate 
concentration and the rate of its descent in different areas. 
But, almost overnight, a huse enupire of laboratory and clinical 
research came into existence with more than generous support the 
Government of India (Banerji 1%385b). 


Similarly, public health measures ought to have been adopted 
to ensure that Kala=Azar does ‘not stage a comeback and that 
Japanese Encephalitis is not allowed to spread into the country. 
And, when they dit start to occur, these diseases ought to have 
been subjected to careful epidemiological surveillance and 
enalysis and an elotorate strategy drawn up eradicate them. The 
Baetrtoense taken thus far: have. fatten: far’ short’ of oppress 
requirements. They were half-hearted, patchy and of poor 
quality. The dapproach. is..so -defective, that: ft fs not: @ven 
possible to get a fair estimate of incidence of these diseases. 
Pueee such conditions, it is. not. surprising -to tind tre 
authorities taking panicky actions in the form of launching 
haphazard immunization drives or insecticide spraying among 
Pteeeed -popurations..when. there “is' outcry “of Japanese 


encephalitis, kala=azar or meningococcal meningitis. 


soadt=iMs period i alm of 
Thus, during the post-iMs period, even within the re 


medical specialists, two mutually reinfercing factors were at 


work. Gradually these became so powerful that they struck a 


. 


i li Slow to the vital public healt’ ccoganizations and 
crippling : [ tahini oe ‘ . ae 
institutes of the country. The very ta@liure oF the public he 

_ , ; tonpted persons from other 
ions; thus, further 


is the + We ] 2 ee 
practioners to rise upto tne challeng 


e « 2 . e 
specialities to grab certain coveted 


posit 
* e L£ 
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concepts in 


mn ; hy - 
accentuating the crisis. Therefore, tne 
situation would te toe develop, the new 


improving the 
ractice and research in public health 


the education, training, 2: 
so that public healti: practioners develop competence fo cope wit 


the very complex health problems of the country. 


Apart from the blunder of abolishing the IMS and aot 
fSeplecing it with..an alternative all-iIndia service, oe 
leadership of independent India consciously retained the colonial 
legacy of supremacy of the generalist administrators (IAS) in the 
ministry of health, despite'a strong plea to the contrary by the 
Administrative Reforms Commission (Government cf India 1969). At 
the Centre, the secretariat is responsible for the key functions 
of pclicy formulation, planning, nrersonnel and financial 
administration. AS it represents the view of the one 
Government, the secretariat eiso 4:21s with its ccunterparts in 
the state governments, various healtt institutions affiliated to 
the ministry and interaational agencies and foreign governments 
and institutions. 


_ 


There are two, departments .in the Union Ministry of Heaith 
and Family lelfare, the Department of Health ard the Department 
of Family Welfare (Government ef India 1$34:Ann.I1). The 
Department of Fanily Planning is distinguished by the fact. that, 
unlike the Department: of Health, it. does not have a separate 
office of specialist officers trained in various fields of fanily 
welfare. The specialists are placed under the direct 
additional (now special) secretary, 
who is also designated as the commissioner of family welfare. In 
the hierarchy, Cop -specialists 


administrative eontrol af the 


dealing with such areas as 
nursing, maternal and child health Services, 
services, rural health Services, 
projects, sale of 
secretaries. 


family planning 
Programme appraisal, area 


condoms and evaluation are placed under joint 


The i | 
. The organisation of the hlon Ministry of.Health and Family 
Jelfare thus has four chat ee Stic features 

- § 3 


c ° 1 . . -~ ° 
l. The IAS officers, who occupy positions of leadership, do not 
themselves have teahnical expertise in various aspects of 


the health services. 


26 Their placement in the Ministry is episodic and this makes 
it difficult to hold then accountable for their decisions. 

de The officers in the ministry wield considerable power as 
they deal with such key areas as personnel and financial 
Management and policy formulation and planning. 


4. Even in hierarchical terms, the director-general of health 
services and his officer. in the ‘attached office’ of the 
directorate-general of health services are placed in 
pesitions which are lower then their counterparts in the 
Ministry. The situation is even more unfavourabl? to the 
technical personnel in the Department of Family Welfare as 
they are located within the depertment itself and the top 
technical officers have three tiers. of) gpegetatiat 
administrators above them - a joint secretary, the 
additional special secretary-cum-commissioner family welfare 
and the secretary, ministry of health and faniluy welfare 
(Banerji 1985a:46). 


It may be recalled, once again, that, right from the days of | 
the freedom struggle, there has been a strong demand that a 
Single highly quilified health professional should head the 
entire health services organisation at each level, both in the 
Union and State Government (Seipp 1963). What was aimed at was a 
‘unified line of command’. It is the Union Government: which 
first violated this laudable principle of integration of health 
services when a separate DPepartment of Family Planning (Welfare) 
came into being in 1965 in the face of mounting pressure to 
control the rapid growth of population (Programme Evaluation 


Organization, 1970). 


Precipitous decline in the quality of specialists in public 
health/health administration and the conscious political 
decisions to fill in key positions in the health administration 
with CHS physicians with clinical, para-clinical and basic 
science background created fertile grounds for further cxpansion 


Bs 


of influence of generaldst administratore in influencing or even 
technical fields. Tt may be recalled 


shaping decision in purely . 
(CS official im the Bhore Committee, 


that there was-not e singi 
i £ India 1946a: i-1)e 
net even in the sceretariat (Gov.rnment of inara *- 

The officials were all from the IM3.. The 1563 Committee on Basic 
Health Workers was chaired by the then director-general of health 

ef (Ao D ¥ 

services, an IMS officer (Government of India 1963). But the i6s 
secretary took over the chairmanship of the compittce which in 


; £ 
1968 recommended scparation of family planning work from the 


purview of the basic health workers (Government of India 196@a); 
he was also the chairman of the committee which suggested major 
changes in the family planning programme to enable large-scale 
use of the IUD (Government of India 1966), The pattern got ser 
and generalist administrators almost routinely startec -heading 
key committees on such highly technical issues as the National 
Malaria Eradication Programme (Government of India J93/0) and 
formulation of the Multipurpose Workers' Scheme (Government of 
India 1973). Wheh approached by international agencies and other 
foreign organization to nominate participants for discussions on 
technical aspects, they sonetines noninated IAS officials. Some 
of them even obtained jobs in organizations like WHO and United 


e 
F 


Nations Fund For Population Activities (UNIFPA). 


- Appointment of IAS officials to directly administer family 


E 

planning and maternal and child health Services in some statés is 
4 more serious manifestation of this malady. Formulation and 
implementation of the Community Mealth Worke Scheme (Panerji 


er 
1985a: 273-79), the Area Projects (Banerji 1985a: 205-07) and the 


are other manifestations of this malady. These are being briefly 
Presented heloyw. | 


Un 4 i: E ne i i 
iversal Programme of Immunization (Governnent of India 1985) 


As pointed out Sar tteri launching of the Conmunity Health 


1 0) | cr « e fm - . ~ al Pp be - ~ 
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posed — D - Cicular)] C iallenging task R ip 9! Public ealt Practice 
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Ss therefore n 1 isi 
; 2 f =» not surprising that th 
2 ; g e 
Programme fell so short of thre expectations in i 
coming to 


with the public health ise 


i srips 
weees \Benerjl 22350 teva soe 


Generalist administrators Played an 
in launching what can to 
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< 
O 
53 

= 
oO 
x 


Cominant role 
Se known ag Incien Population 
Programmes (IPP) or Area Projeets The US $29 million IPp-JI 
(1973:1578 ) was Noe Oy in 1971 with what has now be seen as a 
Simplistic approach to child survival 


G 


<4 


ameans to pronoting 


family Plannins:. Later, onc. again, generalist administrators 
drew up what tho Cy called a '*Model Se to launch the IPP-IT' or 
Atea Projects Pe ae of India S2e). The Area Projects 


Cover sixty-five districts and cost Over two hundred and fifty 
ereres (two and a half billion) rupces (Government of India 
1984). This too proved a dismal failure because from the 
Standpoint of health administration, these were hased highly 
questioncble assumptions (Bose 1985; Banerji 19854: 205-07, 
Banerji 1%985c). 


The planning and programming of the Universal Progremme of 
Immunization is an even nore astounding manifestation of lack of 
sensitivity to some of the basic principles of public he paith 
among the decision makers. The 'task force'(Government of India 
» 1985) set up for this purpose was heeded by the commissioner of 
eeamily planning, an IAS officer. It drow up a blueprint for a 
nationwide programme of inmuniztion without having even the most 
elementary epidemiological deta concerning the relevant 
communicable discases. It pa tde- tee) e attention to such vital 
questions as the effecacics of the vaccines, preservation of 
their potencies through maintenance of cold chains, implications 
Fof building up a nation-wide-system of delivery of the vaccines, 
Bethe impact of the. programme on other activities of the health 
institutions and the relevance of impact the programme might have 
under the prevailing conditions of human colony An 2ae country 
(Banerji 1935b). the fact that the Government of India (19385) 
Bacreed to invest as much «2s three hundred crores of rupees gives 

Baecetimate of the staggering decline in the quality of practice 
' of public health in cou HEY. 


fhe political leadership must take most of the blame for 
Deuch a sorry state of public health practice in the te ta the 
eihey did not act effe i oka te enough to stop the glide in thc 
Bficlds of education, practice and research in public health. 
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Bthe same trend of gross neglect of the intcrests of the people of 


seneralist administrators to make 


this country, they allowed the 
level of competence in 


2 ° tL ¢ my 2 } 
technical decisions which required high 


public health. 


The ministers incharge of ministries of heal th and enadae 
welfare at the Centre and in the states who ate responsible te 
Phe Parliement- ot e@etete legislature, awe beer actively 


Ad with all the major decisions and acts of omission and 
commission which have led to the present state of the heaten and 
family welfare services in India. Many of them are cabinet 
decisions, thus they had the approval of the entire council of 
ministers of the government. Appointments to key positions are 
approved by the cabinet sub-committee on appointments, which is 
presided over by the Prime Minister or the respective state chicf 
oh The Planning Commis sion and the Central Council of 

ealth and Family Welfare are also associated with many of the 


associate 


decisions. 


Thus, the changes in public health practices in India are, 
ae fact, te reflections: of the degree of political commitment, 
mich, “in €Urn, is based on the socio-cultural condi tions ata 
given time. However, within a Ziven political and socio-cultural. 
Situation, the personality of a minister of health and family 
welfare has had some influence. When, for ifstance, Tiguemeo. Roy 
held the portfolio of health in West Eengal, he brought about 
Bajor improvements in the health services = for example, the 


Girector of health sérvices was also the sccretary to the 


départment of health; the cadre of the State health service was 
reorganized and strengthened considerably; at the c@sstrict 
level, health services were integrated, with the chief medica i 


(8) 1 = h 2) i ac 3 
fficer being made responsible. for all the health activadties in 


Ene dist rieee. Interestingly, it is not possible to single 


ao out 
any other minister like Dr. B.C. | 


‘s ; 
: Oy, neithéf at the Ceptre nor 
> } a ~A 2 : 
BeOthe other states, who coul@ inf luésnee health 
deve ne hi | 
vegas: Cnrough the sheer weight of his 
ptestige - not even Sheikh Mohammad Abdulla 
; a ¢€ ° 

health minister of Janmu and 


Services 
personality and 


who had been the 
Kashmir. 


MOGE GE the health 


4 on toa , -_, 
macy aid nae totcrs played a Passive role. Often 
© ‘ ) 8) >Ti @ - — 3 a 
ev ct CALE to i ACT ibout the major issues ot h lth 
service ¢ ara) « ane, Ls e ¢ f hea 
ce development in the country or inothoaie respectiv 
? ee € State. 


"@ssivity at the level of POlitical leadership which 


nne! belonging Co the Central Health 
Service to bring about so 
Service system of the country, 


©ns when ministers were forced 


-alth 
» there have been occasi 


into active action by Compulsions of 


Ironically, it is Shri Raj Narain, who became the Union Health 
Minister in the wake of the Emergency, who fan be considered 
emong the most activist ; health ministers, when they are 


isions taken. The Community Health 
Workers” Scheme was launched at his initiative: he had also beer 
instrumental in building a wider base for the family planning 
Programme; and a draft National health policy 


ideas of Sokhey Committee and the Phore Committee wag formulated 
when he was the minister. These 


compelling that, despite their personal aversion for Shri Raj 
Narain and the Janata Government, hone of “the “Unidos Health 


Ministers who followed him.in the wake of the overthrow of that 
eovernment in 1979, datea Co openly 


by him. At the World Population Contaneioe at Bucharest, Dr. 


Karan Singh declared that SD ey. 64-5 pans is fhe (bese 


“Contraceptive!” He also brought cuC a book entitled: Population 
and Poverty. However, Pelittest compul sions. £ 


i) 


back on the earlier Lofty Pronouncements 


the political Situation, 


decisions were so politically 
reverse the decisions taken 


orced Him to £o 


and he was made to° 
advocate the infamous population poliey ef 9°76 and preside over 
Oo 


i 
the Ministry which let loose a Felon of tera, Gn the people of 
sthe country in the form of the mass sterilization 


“rive of the 
Emergency days. 


Dr. Sushila NaVar-ond - Dr; Ss; Chandrasekhar were also active 
Union health ministers in a negative sense, because they became 
the vehicle of the Pelztical forcdés. which Fave much stronger 
; althusian overtones to the family planning Progroamme, which 
Caused serious damage to public health practice in the country, 
The first Union heaith minister, Rajkumari Amrit Kaur, embodied 
Othe aspirations of the national movement -—- primary ores 
centres, upgraded departments of preventive and social pial 
RS i deion of the IMS cadre and making Pr. Jeevraj Mehta the first 
director-general of health Loo GAP aaa sharia to sel" Union 
Ministry of health. Setting up of the All-India Institute’ of 
Medical Sciences, launching of many of the vertical programmes, 
including the control and eradication programmes ices ahem: 
and abilition of the licenciate level of medical education as it 


4] 


i ndé 3 a gome other 
did not conform to “international atandards’ , were & ee 
| £ stewardship of the ministry. She toox 


decisions of her time o 3 . 
7 to pay dearly in the later 


decisions for which tha country had ee , 
years. She failed to provide the eriticaly needed leadersnip = 
lay a’ sound foundation for health service development n 
independent Insia, Performance of most of her SuUCCeR SONS was 
eee Unfortunately, it is also not possible to identify 
minister who had shown any degree of 
soo vitally needed for 


even one state health 
imagination oand initiative which is 
health service development in a country like India- 


X 


EMERGENCE OF A NEW PUBLIC HEALTH 


The. process of health service development in india has 
thrown up a number of ideas which have imparted a new dyramism to 
the discipline of voublic/community -health. Many of these ideas 
Hemoce De. generated de novo to meet special contingencies 
existing in a Third World country. like India. Many: ideas have 
been developed to strengthen aspects of the knowledge of public 
health which has evolved in Western industrialised countries. 
There are, however, many ideas developed in Western countries 
which are simply not relevant because the conditions prevailing 
in Third World countries are basically different. There are some 
other ideas in the conventional knowledge of public health which 
have become obsolete because cf generation of new data and new 
fines of thinking. Taking account of these considerations, a 
stage seem to have been reached to project a basically different 
body of knowledge in public health. To differentiate it from the 
conventional knowledge developed in Western countries, this may 
be termed as New Public Health. Some of the maior elements of 
the New Public Health which have been identified in the foregotie = 


account of. health services development in India are being 
= : oe es 
recapitulated below: 


ms John Grant (Seipp 1963:81) Laid the foundation of New Public 


Health by asserting that health services must be 
as an integrated whole, 
persons regardless of 
support, 


Organized 
that it should he accessible :*to: 847] 
their income or source of financial 
regardless of theif geographical location and 


regardless of their race or creed or political beliefs- 


i | and 
that an individual Village 


with an average of one thousand 
inhabitants ought to Support a community health worker 
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chosen from among themselves who 


si rer all Phases of community reconstruction, including 
health’, These ideas were reiterated, reinforced and 
| extended by the reports of the Sokhey Committee and the 
| Bhore Committee and in the Alma Ate Declaration of 1978 and 
in the National Health PGOliecy of. 19.82. This opened an 
« @approach which is qualitatively different from what had been 
adopted in Western countries, 


“can assume responsibility 


2s New ideas-were generated to give an operational forn to the 
new p¥Finciples enunciated by John Grant and others. Concepts 
and methods’ were developed to define the dimensions of 
Practising “community side” medicine, as opposed to 


“bedside” practice of clinical medicine This needed 
formulation of epidemiologival approaches for dealing with 
“ community health croblems, Along with use of epidemiological 


tools to understanée ‘community health problems in terms of 
dynamics of interaction among the host, causative agents and 
the environment, it also required the use of concepts and 
methods of different social science disciplines (é.g., 
sociology, cultural anthropology, so¢ctat psychology, 
demography, Public administratiom and political science, 
econom-cs and history) to provide social -dimensions to the 
epidemiological data, These data are then used, along with 
(a) data from biomedical sciences. and technology: (bh) gata 

’ On organization and management approaches to develop the 
* -delivery system; and (c) data on social organization and 
motivation and behaviour cf individuals in the community, to 
work out a strategy of intervention in the different phases 

of the natural histories of the different health problems 
which would ensure effective use of the available resources 

me Cerms of funds, pérsonnel, materials and technology. 
This approach is obviously critical to practice of New 

~ Public Health. Optimisation of output of such highly 
complicated systems requires adaptation and use of new 
research methods, such as operational research, systems 
analysis and linear programwing. These tools have been 
actually used in the formulation and implementation of the 
National Tuberculosis Programme of India (Banerji 1971b). 
Such a researfh approach, where attempts are made to 
optimisa highly complex health service systems, form a part 

of what has come to known as health systems research (World 


Health Organization 19@5). 
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; Yew Public Healt! 5 is Se ecuired to have 
Practiemers of Wew Public Health will be tegq 


education and training which.is much wider and deeper than 


oka foots traditicsea. 4s imparted in public health 


institutions. They will be required to have both managerial 


as well as epidemiological competence to formulate and 
implement health programmes. For this reason this new CTEE 
of health administrator is called a Managerial Physician. 
They ought to also have considerable social and political 
skills for implementing health services. Programmes for 
education and training of such personnel form another 


important content of New Public Health. 


The Bhore Committee had called for a basic reorientation of 
medical -education.in  India- te. prGG@Bee [ae coe 
Physicians“(Government of India 1946b:18), who could have 
the competence needed to implement many of its ambitious 
recommendations. The task of producing social physicians 
also serves as a pointer to much wider issues of development 
of health manpower (HMND) for the practice of New Public 
Realth. Issucs in HMD must emerge from wider issues OF 
health systems development CHSD). Research in HSD must 
therefore form the basis of HMD (often called Health Systems 
Research for Manpower Development =~ HSMD)]Fulop and Roemer. 


te 9 The approach is to consider the manpower requirement 


of the system, with the start being made at the community 
level, because it must be based on community needs and 1€ 
perceptions and meaning of health problems and that the 
people themselves form an important component of the needed 
manpower + their instrinsic capacity to cope with many of 
their own heaith problems. Following them is the question 


of the available resources in terms of practioners of 


traditional systems of medicine, traditional bives 
attendents and the community health: workers, The 
multipurpose workers, backed by the entire 


echelon of line 
supervisors, 


ending with the top Managerial physician 
_ 4 ry ~< ; 
the director of health services 
the community level 


Le@o, 
» to support the .efforts at 
» form another important. element of 
Manpower structure, The’ Llihe : 


Organization requires 
from staff Pcrsonnel gee ste 


consisting of .various medical 


specialists and other professionals like the 


hurses, 


engineers and Social P a ' 
The manpower, needed for 


SclUentists,. 


ie ofp eee bee —_ . me 


ee eS ae aS 


basis of according primacy to the people. 


the institutions for education, 


training and research also 
form another Significant 


Component for health manpower 

Planning and dav-lopement. 
>. Belen Bervices are only one of the means for improving 
health status of a community. Health status is§ an outcome 


Of complex intersectoral activitias, 
and the pattern of health 
in its ecclogical setting 


that is, its culture. 


Indeed, health status 
services of @4 community is rooted 
and in its overall way of life - 


Thus, New Public Health embodies knowledge generated on the 


Starting from the 


people, rather than from technology, has formed ‘the foundations 


for development of concepts and methods of New Public Health. 
This approach situates the health of a population in its social, 


economical and ecological setting. Actions in soeeial- and 
: > 


considered as parts of a 
Political process. Again, ‘a political process is an articulation 
of the socio-cultural aspirations of the people, which omerge 


economic fields, in their turn; sare 


from the existing modes of production and production relations. 
Geing-further still, socio-cultural aspirations have their roots 
in the history and in the aynamics of human ecology (Ranerji 
1986€a: 148-50). Correspondingly, this approach also underlines 
the’ fact that the very social and politital forces, .which 
determine the health status of a populatron;.; alse determine the 
@rowth and development of its health services. “Thws, 
developments both in health and a health service system should be 
'a4he4 tty Pivetasred as conponents -of sotio-cultural and 
political processes (Banerji 1986a: 417-27). In effect, it leads 
to the redisccvery of what Rudolf Virchow had advocated in the 
middle of the nineteenth century - that medicine is: essentially a 
social’ science (Rosen 1952:86). 


lap terms of the specific task of formulation of a health 
har vies system, these social and political parameters oe ae 
Public Health impart a sociolovyical and ee See ee ee 
perspective to the managerial and technological processes in 


public health practice. “1 Other words, health problems are 
jeonsidered not only in terms of-the factors determining the 
c i | | 
i fovalencée and incidence in - the entire 
dynamics of their prevale 
45 oe 
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fF the response. of the people 
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of epidemiological parameters of 4 NS ee a Wiis 8 
1926a:95-105). These pidemiological anda aie da ’ : 

then used to determine the choice of technology an@ type o - e 
administrative system needes to make the chos ae techno a 
accessible to the people. As against the conventional bee 
of: stubordinating people to a prevetermined i fe) 

nology, here it is the technology which is subordinated to 


tech 
i 2 } 
eet the needs of the people: the approach of New Public Health 
gy b i 
requires a social orientation of technology. These pasic 


postulates of practice of New Public Health have been included in 
the Alma Ata Declaration (World Health Otoganization 1978): 
intersectoral action for health; promotion of cémmunity self= 
reliance = strengthening people's capacity.to cope with thes 
health problems; social control over health services; use of 
technology which is appropriate to the prevaili ng social; 


cultural and -econonic'c ond@itions; integration of promotive, 


preventive, curative and rehabilitative Services; and. ensuring 


ba a — 
& 


coverage of the entire populati Lon. 


ELements such as: modes of production and production 
relations, social and economic structure and epideniological 
Srtuation. go into the formation of the foundation, which 
determines the architecture of the edifice of health service 
System. Practice of New Public Health involves development of a 
health service System which, within the existing constraints, 
most effectively deals with the health problems confronted by the 
people. 


Considerable Progress has teen nade in generating knowledge 
for New Public Health in Indias Colonial conquest and formation 
of the colonial pattern of health Services, which continued to be 
perpetuated by the leadership of the post-colonial period and a 
parallel development of concepts and practices for 
Oriented health services, which culiminated in 
entrust ‘peoples’ health in peoples' hands' 


people 
the decision to 


Provide a historical 
backdrop. Work at the National Tuberculosis Institute 
Eangalore (Chakraborty 1979; Banerji 1985: 
framework for developing 


acceptable and eCpidemiologic 


at 
136-42) provided a 
nationally applicable, Socially 


ally effective health Pptogrammes of 
the country. ctudy of oi eieen econom 


y Of population control 
has led to a Strong advocacy : 


for generating motivation for small 


family norr through SOCioO~economic 


India 19 
: 760). Tt hae been possible to generate enough knowledge to 
@unch academic Progtoammes based On New Publie Health, 


development (Covernment of 


: : Reacting 
oO the POlitical and SOcial issues raised, there hag also been a 


¢ . on . ° 
Ounter movement. The Universal Child Immunization Programme 
represents an effort to go back to the old apEroach of iuposing 

On people Fechnocentric, dependence Promoting, Vertical 


Ptogranmmes. 


XT 
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The long neglect of the critical importance of Public health 
Practice in health Service development has caused serious damage. 
The 1982 Statement on National Health Policy (Government of India 
1982) had B2ven -@ graphic acco of the damage. It also 


cune 
contains a Policy perspective of what 2s t6 he conee Rut it does 


not provide any Suidelines as .to bow the’ policy is to be 
implemented. There was also no follow up document to spell out 
the Process of implementation of the national policy. Providing 
One more example of what Gunnar Myrdal (1968:20) has termad as 6 
‘scft State," probably the policy formulators, namely, the 
Government of India, and State Governments as well as the 
Parliament oand the State Legislatures were not very serious 
about implementing the policy. The events that have followe? the 
adopticn of the National Health Policy tend ‘to support this 


assumption. 


Since 1982, the generalist administrators become even more 
involved in the actual implementation of the family planning 
the family planning programme hecame an 


Programme.As a result, 
developnent of the basic health services 


even greater threat to 
in rural areas, particularly in those states which already had 4 
service infrasturcutre. In these states little 


very weak health 
heazith services needs of the people 


Was left to meet the basic 
after the family plenning programme Bot its pound of flesh in 


terms of target achievements. Health workers tended to relax 
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te, PD val ic fulteese 
after they were able to meet the targets, partially or T. 


Lea] a 
j f i Yo There was no 
demanded by a coercive bureaucratic machinary 


£3 hea I kers also 
corresponding pressure to ensure that tne health wor! | 


° * * ae i , - a a S 
perform their other responsibilities. Generalist administrator 
in formulating the 259%-crore Area Projects. 


were the pace setters . 
rroject desigs and in 


Because of some major weaknesses in the 
their implementation, the Area Projects fell far ehorce oe 
objectives (Bose 1985; Banerji 1985c). Again, some of rae top 
Scientists of India, who were assigned the task of formudating a 
Strategy to eradicate leprosy by the turn of the century by ae 
then Prime Minister.of-:India, failed consvicuously in their task 
because they did not pay adequate attention to some fundamental 
epidemiological, administrative and sociological issues. 

The technocentric, above-down programme of Universal 
Progranme of Immunization (UPI) launched in 1985 is the very 
antithesis of the lofty ideals enunciated in the National Health 
Poticy of 1982. Worse still, UPI is 4a very poorly designed 
programme. A programme of cradication of a communicable disease 
has been launched without even having a reasonably sound 
epidemiological data about the Size, distribution and time trends 
of these diseases; without knowing the effécacy of the vaccines 
at the time of their administration; and without rezlising the 
Stupendous logistic problems involved and the possible 
consequences of insisting on immunization targets on the building 
up of an infrastructure for Providing health for ali by the turn 
of the century. The fact that-there wale -ec littie analysis of 
this progranne by scholars in public’ health in the country 
Provides yet another instance of the boor state of public health. 


The political leadership has Presided over this wanton 
desecration of the health services. They have Stossly neglected 
the need to maintain a high quelity of Public health practiees 
By Placing square pegs in round holes at key places in the health 
administration, they have shown Cynical indifference to the vital 
interests of the People whom they are Supposed to represent. 


Political nepotism and corruption has become almost a bye-word, 
both with the Public as well as those who work in different 
health institutions. The Lentin Commission's report (Editorial 
1987) on the recent sus us deaths of patients if tire. dee 
Hospital in Bombay showe 

infiltrated to the highest level« even in the most Ptestigious 


nore 'advanced' gtates of the country, 


= 
hat Corruption and nepotism has 


institution in one of the 
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-Patilence with the excesses committed by the 


The only redeeming feature ig that 
in the quality of Public health Practice 
bottom and that this Might jolt the Politica] leadership into 
taking. the Utegently needed remedial stens, 


this Ptecipitous decline 
is fast nearing the rock 


"opefully, pPeoples' 


2ir own FOvernment and 
the with the E°vernnents'? Failure to fulftiy +h 


© Promises made, 
May also be reaching yet another hoiling point. 


Political leaders nay thus be competied' to aet. But if they 


do $0, they wild fing 2 tC 5 daunting task. Repair of the lamage 


done ang reconstruction is much more 4ifficult. Such political 
action has Eo be taken in three phases: stopping Further Sliding 
down of the quality of public health Practice; regaining the 
competence in Public health Practice shown by the members of the 


SSMS, ag in the Setting up of the PHCs and inplementing NMCP and 


NMEP: developing the competence further to te able to practise 
New Public Health. 


Some apparently simplistic efforts have Feen made to 
strengthen Public health practice by seeking assistance from 


institutes of Management: Strengthening ePublic*health workers 
Was a component of tha design for tite Indis Population Project-I 
Se S973-%6 and the Fuccecding =FPP-LT -oe ¢te Ar2a,. Projects -of 
1980-85 (Maru et 41 1983). The results were not encouraging. - The 
experience with the Area Project of: Orissa in which consultants 
from the Liverpool School of Tropical Msdicine participated to 
Strengthen the education and training of nurses 

workers, as a part of contributions form the Eritish Overseas 
Development Agency, has shown that assistance from foreign 
countries is of very limited relévance CoO under the conditions 
Prevailing in Orissa (banerji EI S83 )s This experience also 
showed that this involvement of experts from abroad did not bring 


and multipurpose 


Out any strikingly Ofiginal ideas, concepts and methods for 
health service development during their five years of work. . This 
28 in tine with many other experiences of the past (Panerji 
Boesa: 243). While participation of scholars fron abroad, as 
egual partners, ought to be welcomed as they may open up EERSe 
perspectives, essentially Indians have to find Indian solutions 
fo their country's health problems. Experiences at the National 
Tuberculosis Institute, or at the National Institute of Health 
Administration show how scholars from abroad ought to jtoin hands 


arta rs s ¢t kle mnmunit health 
meee their Indian counterparts to tag¢gkle co: + aoe 


problems. 


ring the very special nature Of fthe proepwems ana 
. conditions and political commitments, by 
from within theweountry 


Consid< 
special .socio-economic 
and large, the solutions must energo 4 oe 
itself. The ideas must be endogenous. It hag been ey A 
and agai ipokoe: instame¢c,- ‘in’ ihe gitte phases eS a 
development of family planning programme and in the practic 
1985a: 243-47; Banergi: 198 Ga -600 
and methods borrowed from 


offemeadt is 


health ecducation (Banerji 
that mere grafting of concepts 
industrialised countries is not very productive; 


‘ < a. 
downright counter-productiv 


Radical actions are needed to improve public health practice 
in India. These actions need not be taken “aii at once. They 
€ould be a part of a Strategy, with its short term and long tern 
Objectives. A broad outline of the stratecy is presented below: 


| See The political leadership has to play amore active role 
in improving the administrative climate and in health 
Manpower development. An immediate Step Wa this 
direction wili-be to put an ond (aine practice of 
political interference in the routine administration of 


the health -services at the Centre and in the States... 


Cbviously, this cannot be done unless there is change 
iW eGhe overald seul ture of the political leadership in 
the country. Public office must be used for the public 
good, and not as a neans of illegal g@ecunul dean of | 
wealth and political patronage (see Editorial Bool). 
Ihfs= cannot = he inculcated through leadership 
development Progoramme, as was often done in the past. 
hig will emerge ‘ag a=part of ae Process of 
democratisation or the people. LESEet 1 7 reg@uire a 
higher level of Politidgag conciousness and sacial 
responsibility on the Pattinon the political leaders and 
much greater degree of public vigilence. It will 
require a 'cultural revolution' -It may be enphasised 
COneceSerait thee re ~ is not being contended that no 
action can be taken till there are | : 


mi 


far-reaching changes 
in the political Situation. The existing Political 


Situation in a4ifferent Parts of the country can be 


taken and given ag a constraint. These St 424 leaves 
Considerable Scope for | 


Strengthening Public health 
Practice in India. 


vimultaneously, efaort ought to be 


er the Constraint by emphasising 
rePeetebly. t haar the 


Made to Minimigs 
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PtToOocesg of health service 


SC=velopment depends 


Very much on the degree of 
democratisation. 


administrators in POlicy formulation and programme 


implementation and evaluation and 
research, The generalist 


development, 
administrators are meant to 
Carry out general administration. re 


Feneral of health Services who should Girectly advise 
the minister of health on all technical issues and be 
responsible ‘for the execution of the 


is the director- 


technical 
Programmes in the Ministry of health and family 


Planning Programme, as was the case at the time of 


Independence, Indeed, the director-general at the 


Centre and the director of health services in the State 
of West Bengal also served as the health Secretary to 
the respective Fovernments, Once it is possible to 
have Professional personnel With adequate competence in 
health administratios, revivai of this practice could 
also be considered, Eels (not being contended that IAS 
officers can not contribute to health administration 
and that they should be activeiy shunned. They should 
be given responsibility only’ for’'the tasks for which 
they are qualified anda chey are held accountable for 
their action. They should not automatically be given 


Superior pcGsitions Simply because they happen to belong 
to the IAS; nor are they allowed to jump randomly from 
one ministry to another without being held accountable 
BOr their actions. As recommended by the 
Administrative Reforms Commission (Government of India 
1969), they should belong to a &roup of officers who 
_ have chosen health services for their career planning. 


i te Hi 


a3. An important cause of the increase in the dominance of 
generalist administrators in a ministry of health is 
.the abolition of the IMS cadre, and not replacing ae 
with in alternative all-India cadre. Repairing of this 
damage will require a major initiative from the 
politicai leadership. [t will -have to buila up a 
: critical mass of highly competent professional health 
administrators who can take action to suitably f111 the 
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€ducation and training 


vacuum when the role of generalist administrators is 


circumscribed. 


One of the.tasks- before‘ the critical mase@eot heal oe 
administrators will he to examine the feasibility of an 
all-Indita cadre of health services. Themevare alan 
various alternative possibilities, such ae confinine 
the cadre only to health administrators and not 
including teachers and specialists or building an 
integrated cadre including only those states which are 
willing to participate in it, and so forth. if,*ae 
least for the time being, it is felt that there is no 


alternative to the existing cadre of Central Health 


Service at Union health ministry, steps may be taken to 


rectify the serious flaw in the cadre structure hecause 


mt fewer positions and stil) fewee Ooportunities for 
gaining experience and promotional avenues for health 
administrators by. inducting suitably qualified persons 
from the states at key positions requiring expertise in 
health administration. In the absence of an all-India 
cadre, the states can Still take corrective measures by 
expanding the positions for health administrators, to 
ensure that the personnel occupy key rnositions in 
health administration only after they have acquired 
enough experience at-the block; district, regional and 
State levedis :and they have undergone suitable 
reorientation and staff college training and had taken 
eo Ses im continuing eeucation in new public health, 


Development of manpower to Suitably E811 the 
critical positons in health administrationat the Centre 
and in the States will have a Very hich priority. It 
Will require rejuvination of some of the key instutions 
for education, training and research such as the All- 
India Institute of Hygiene and Public TESST h, the 
National Institute of Health and Family Welfare, the 
National institute .¢# Communicable diseases, the 
National Tuberculosis Institute, the National Institute 
FOr Research and Training in Leprosy and the National 
Ber ttute For Occupational Health. Here, the: action 
Will. be inf the form’ of facta development and 


are : 
tnings Curr ied at development . and 


development of suitable pedagogic approaches to 


of different categories to meet 


yar-$ 


professionals. 


are needs Of health administration in the country, Such 
Manpower development can, be carried Out at two 
different Sr eee be aimed ‘ait raising 


competence in health. adninistration fo the+tevel which 


ert at the time Qf Independence, so that they can 
‘more effectively implement many’ of ‘thie existing 
Programmes, Such aS. Fural health programmes at sub- 


centre, PEC, taluk/tiehsi:l) “art dist rter ' ‘levels, ~ the 
Health /-Guddejs~  Sehe te } 


aye PPtFOLleradtioa titan of conmuhbeatiiel fads @itae 


1° Mp hie" ‘progratmes for. 
mots x 
, 


administration Of hos.pit ahsi« and other medical care 
Organizations, and SO forth, -Thesother level lies still 
higher in the form ent, producing. practionérs of New 
“Public. Realth ae the formation, of :;Managerial 
“Physicians, ‘who, nee epidemiological, i@nagerial, 

~politicl and. social competence Co. build up health 
programmes, that Start fron: the people, ‘rather than 
being mere collection of technocentrie programmes that 


“ate Thrust on. the people. 


“When it is possib le ae eee Sensi tela progress in 
developing this pattern of manpower for health service 
development, zie will not be very difficult to bring 


“about a fundamental reorientation of undergraduate and 


post-graduat - education of Physicians and. other health 


With <the background of ‘the possible se agel that can be 


"taken to strengthen public health. practdiceijin ‘India, it 


Pei ° “possible to define the contours of "a /‘buitable 


2 Rete cadre. 42 is pregungé that imedical’edit’cation 
LSeduditd undergo the radical changes, needed for producing 
what the Bhore Committee had called a social physician. 


There will be corresponding changes in post-graduate 
medical education, particularly those. associated with 
‘education and training of communit ty health-workers. 


‘Faintly echoing the career planning of the IMS: and also 


of the ICS, the suggested cadre visualises, a mandatory 
experiérice as° general duty health officers in urban or 
rural’ ‘areas for ali the persons of all. the categories 
of -health sérviccs The’ duration, could be anything 
years. They can then branch into 


from two <to0 *six 


esyone +qf ‘the  threc streams. There .willi+te one 
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ees 


“itn es ‘rea where 1e persons will 
predominantly line stream, Wnerte .@ p 


‘arial + siciar taking up pusitions 
grow up as-a Managerial Physician, tacing wp 3 


ak the bidck tehsil/talvhk/sub-di visionai, @istricr, 
ot. 1¢ 4 O ‘4 - os / 
| central levels. Hospital and medical car2 


adninistration,; 


rf. 


state and 
2 : , . * oe hn 4 » 
administration, municipal heaith 


institutions for e#ducation ane trainir« of heasth 


workers and some research institutions wili be stafted 
by members belonging to this strean, As he progresses 
in the cadre, he acquires post~gracuate education in 
coumunity health, besides getting reorientation 
training and continuing education at intervals. Staff 
college training at NIHAE is mandatory for those who go 
On:to occupy key positions in health administration, 
The other two streams in the cadre are almost exclusive 
“staff” streams. Members choosing one of them will be 
€iPTing the posts of specialists of various kinds 
within the health services. Those telonging to the 
other stream wili te for teaching posts in medical 
colleges and post-graduate institutions. in the case 
of these two streams aiso the members will obtain 
i 


postsraduate qualification and atteud programmes for 


continuing education an- ‘éeoriéntacron Erom tase, to 
time. Each of the three: streams cf the cadre will 
betome aimost exclusive, with Proportionate 
essibilities for oromotion in their own stream. There 
will be title scope for lateral mobility. At the very 
top of a stream, if a conscious decision is made to 
place a person from aither of the: two “statft»etreaee 
to xthe top vostt ton, of “the director-general in the 
“line” stream, then the chosen person will have to 
undergo a, staff college course before ka takes over the 
charge, At lower levels in the cadre, lateral change 
of a stream is allowed only~when the member acquires 
the qualification required for entry into another 
strean, 


SUMMARY 
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A description and an ana 
practice in India involves 
Z£eneration of health 


ysis of trends in public health 
fe) 


nsideration of the process of 
problems and the 


“ 
Cc 


socio~cultural and 


political rosponse to then, both im time.and in Space. The 


a .century anda half; 
There are four major “spatial* elemente within this 


time dimensionn Covers a span of over 
time flow: 
(a) There is the issue of Tapid inerease in the coverage by 
community health Services, in terms Of population as well as 
health Problems; (b) almost the entire growth 


and development of 
knowledge of medical scicnce 


anc technology has taken place 
during this pertod; (c) the requirements for extending the 
Coverage and for incorporation of the hower technologies have 
brought about major changes in the concepts and methods of public 
health practice: and (d) an increasing process of democratisation 
among the massses of people had made it increaingly difficult for 
the rulers to avoid meeting at least area of the health services 
needs of unserved and undeserved sections of the population. An 
attempt has been made to blend aspects of these time and space 
elements to work out an integrated account of public health 
practice in different phases of its history. 


From an anthropologicai standpoint, the history of health 
Service development in India is an account of the interaction of 
the Western system of medicine to the degree to which it is made 
accessible to different sections-of the population.on the one 
hand and the pre-existing system of medicine which the people 
have developed for themselves in the course of the development of 
their ways cof life (i.-e., their cutture)., on. the othes tho week 
powerful motive force for the in introduction of Western medicine 
in India and formaticn of a health service System was to reduce 
the appallingly high mortality rates among the British troops and 
Sauer ruLrers Of £ENLS part. of “the Empire. There has been an 
ubabashed practice of racial discrimination in giving access to 
health services. After Independence, this racial discrimination 
was replced by more subtle form of class discrimination. here 
was one pattern of public funded health service for the upper 
classes, while there was a service which was they were much 
interior and more ditfticult of. access: for the vast masses of 


people. 


Tre> british rulers formed, the Indian Medical Service t6 
serve as the backbone of colonial pattern of the health services, 
which included institutions for medical care, public health, 
education and training of different categories of 
the very process of health service 


research and 
I I ever, 
health workers. Boweve 
d lopment based on a monopolistic control of the IMS had a 
eve 


tradiction built into it. The increasing nummber of Indian 
con i 


who were not in the IMS, started to resent this 
public institutions. 
us @ids ttt to 
One of the 


physicians, 
denial of access to the key positions in the 
Some of them joined the national movement and 
ventilate their grievances against this ‘injustice’ 
first actions of the Ministry of "Yealth of indepencent India was 
to abolish the cadre of the Indian Medical Service. There was a 
fatal flaw in this decision inasmuchas it was not followed up 
with-an alternative all-India cadre of health Services which 
could effectively meet the much more difficult challenge of the 
rapid qualitative and quantitative expansion of the health 
services that followed Independence. There has also been 
considerable increase in the scope Of practice of publiceeeastn, 
involving interdiscilinary efforts to develop an epidemiological 
approach to solving a community health problem, use of complex 
methcdological approackes, such as operational research and 
Systems analysis, and relating health services to the overall 
socio-economic developmental process. Managerial Physiciars, who 
have high levels of epidemiological, managerial, social 4nd 
political skills, were required to perform this talk. Instead, 
there was a shatp decline even from the leveis developed by the 
IMs. 

The political leadership of the ministries of health and 
family planning at the Centre and in the StAtes aregeto -be 
Squarely held responsible for the sharp deterioration in the 
quality of public health practice in the coun itry Through their 
ill-conceived decisions concerning personnel management, they 
have ellowed precipitous decline in the Functioning of sone of 
the key institutions » €o8e, the All India Institute of Hygiene 
and Public Halth, the National Institute of Heslth Administration 
and Education, the National Tuberculosis Institute and the 
directorate of health services at the Centre and in the States. 
As a consequence, there have been serious defect éazn- tte 
conceptualisation, formulation and implementation of aimost ail 
the major components of the health service system of the country. 


These defects have been underlined in Statement on Scabies Halth 
rObrey- of 1962, 


Considering that the complex, interdiscilinary nature of 
health service cevelopment requires much more extensive 
involvement of Managerial Physicians, generalist CLAS ) 
administrators in the ministries of health ought to have 
correspondingly heen phased out. However, 


presumably because of 
; sy ol -m 09 re ond ° 
the vacuum created ag a result of failures oF public health 
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instituions, the feneralist éiministratore were allowed by the 


Political leadership to vastly expand their areas of influence 
are certainly do not have the 
Craining and expereince, Tt started With the takings over of the 
family Planning and maternal and child health progranmes from the 
directorate-general of health Services, 


Yo 


and take Secisions for Which they 


under a Separate 
Department of Fanily Planning in the Union Ministry of Health and 


Family. Welfare. Expectedly, the programme failed to yield the 


desired demographic results. he law and order approach adopted 
by the Eeneralist administrators also played havoc with the rural 
health Services, The programme remains the darkest and the 


largest blot on the landscape of the health Services in India. 
The generalist administrators had also taken over the task of 
providing leaership for the Community Fealth Workers! Scheme, the 
Area Development Ptojects for health and family welfare and the 
Universal Programme of Immunization. The results have been far 
fron Satisfactory. | 


Action to Strengthen publie health practice must start from 
the political level. Formation of an all-India cadre or at least 
Strengthening of the existing cadre of Central Health Services is 
Mreemely calied for. To improve the quality, 22% > weudae he 
necessary for the political leadership to actively search for 
highly intellegent and dedicated public health workers and obring 
EWew eocethor fo form a ‘critical mass', which could strengthen 
the Bae ist tt ation for practice. research, education and 
training in public hkeelth. 
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